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Butler, T. H.: Focal Illumination of the Eye, with 
Special Reference to the Clinical Use of Gull- 
strand’s Slit-Lamp. Brit. J. Ophth., 1924, viii, 561. 

Butler’s subject embraces all of the aspects of focal 
illumination but deals principally with the slit-lamp. 

The simplest form of focal illumination is obtained 
by an ordinary 40-watt bulb or, better, with a small 
motorcar bulb. By means of this illumination con- 
siderable information can be obtained as to the 
location of lesions, etc., especially after the use of 
the slit-lamp. 

In contusions of the eye, the slit-lamp shows blood 
corpuscles in the anterior chamber. It is of impor- 
tance also in determining whether or not penetrat- 
ing wounds of the cornea have perforated into the 
anterior chamber. 

In many aged persons infiltration of the iris with 
pigment is seen. Koeppe considers this pathog- 
nomonic of glaucoma, but Vogt finds it in aged 
persons without glaucoma. 

Remains of the tunica vasculosa lentis are often 
found with the slit-lamp. These arise from the iris 
shelf or frill. A study of the suspensory ligament 
makes possible the classification of dislocated lenses 
with regard to the development of fibers. The fibers 
may be perfect, rudimentary, or absent. The lenses 
may be called ‘‘decentered lenses,” “‘ ectopic lenses,”’ 
and ‘‘subluxated lenses.” 

Several types of cataract are pictured and de- 
scribed. The existence of a retrolental space is 
proved by the fact that blood sinks to the bottom 
as in a hyphemia. Lyman A. Copps, M.D. 


Campbell, D. M., and Carter, J. M.: Industrial 
Ocular Injuries. Canadian M. Ass. J., 1924, xiv, 
1195. 

This article is based on a series of 1,028 consecutive 
cases of ocular injuries seen in a period of two years. 
Injuries to the cornea must be treated promptly 
and carefully because the cornea is non-vascular and 
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therefore resists infection poorly. Foreign bodies 
must be completely removed under proper anes- 
thesia and with aseptic technique. In some of the 
authors’ cases two or three drops of oscol argentum (a 
colorless colloidal silver) are instilled, while in others 
a § per cent aqueous solution of mercurochrome 
220 is used. As a rule the eyes are not bandaged. 

If there are any indications of infection on the 
following day the wound is carefully curetted, the 
lid is treated with 2 per cent silver nitrate, and the 
patient is given oscol to use at home. If an ulcer 
develops, complete rest, with hospitalization in 
serious cases, and atropine are necessary. Sometimes 
the curetting is followed by the local use of Lugol’s 
solution applied by Vierhoff’s method. In rapidly 
progressing cases, the margins of the ulcer are 
touched with the actual cautery. 

If the case is advanced and there is a hypopyon, 
Lugol’s solution is applied and a Saemisch incision 
is made, to be re-opened every second or third day. 
The interval treatment consists in hot bathing and 
the application of atropine and a 2 per cent silver 
solution to the conjunctival surface. If the organism 
responsible is the pneumococcus, a 2 per cent solu- 
tion of ethyl hydrocuprine is used. Occasionally 
iodine cauterization is done. In severe ocular infec- 
tions intramuscular injections of sterile milk in doses 
of from 3 to 5 c.cm. are a routine procedure. 

In many cases of ocular injury an X-ray exam- 
ination may be necessary to determine the presence 
or absence of a foreign body. Such an examination 
is especially apt to be indicated if the patient has 
been working with metals. Of the authors’ patients 
80 per cent requiring an X-ray examination were 
injured while they were working with metals, and all 
of the cases in which a positive finding was made 
belonged to this group. In a series of 408 cases of 
patients who were injured while they were working on 
emery wheels not one gave positive X-ray findings. 
Roentgenograms are not infallible, however, as in 
some cases of intra-ocular foreign bodies they have 
been negative. Two cases of this type are cited. 
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_ The value of the magnet in cases of ocular injuries 
lies first in making a diagnosis, and second, in 
removing intra-ocular foreign bodies. The authors 
use the giant Victor magnet and as a rule prefer 
removal by the anterior route. The removal of 
foreign bodies from various anatomical divisions of 
the eye and its appendages presents certain prob- 
lems. A small piece of metal buried in the lid causes 
confusion in the interpretation of the roentgenogram. 
Such foreign bodies are best removed by uncovering 
a surface and then applying the magnet. Also 
deeply embedded foreign bodies of the cornea may 
cause confusion in reading the X-ray films, and may 
be difficult to remove. The magnet will be of little 
value until the full length of the foreign body is 
dissected free. 

If the foreign body lies near the posterior surface 
of the cornea, care must be taken not to push it into 
the aqueous. If this happens, it must be removed 
through a keratome incision in the cornea. Any 
metal in the fluids of the eye must be removed 
promptly because of the danger of siderosis or loss 
of vision in the injured eye and sympathetic involve- 
ment of the other eye. A magnetizable foreign body 
in the aqueous may be removed through the point of 
entrance or through a keratome incision. If the 
keratome is magnetized before it is used, a small 
foreign body may follow it out when it is withdrawn. 

A foreign body in the iris is not always easy to 
diagnose. A small hole in the iris may be mistaken 
for a foreign body. Transillumination will make the 
diagnosis. In the cases of colored people this is not 
always possible. When it is impossible, the magnet 
will be of assistance. For dislodging a foreign body 
from the iris the authors give the following rules: 

1. Turn current on gradually to prevent tearing of 
the iris by a too sudden pull on foreign body, and 
arrange the apparatus so that the current can be 
shut off quickly. 

2. If possible, do not open the anterior chamber 
until the foreign body has been freed from the iris 
and lies free in the aqueous. 

3. The prolapsed iris must be replaced or excised. 

If a small piece of steel is completely embedded in 
the lens, it is better to wait and remove it with the 
cataract that may form. Otherwise its removal 
should not be attempted. Before attempting the 
removal of a foreign body in the vitreous, one should 
consider, first, the point of entrance; second, the 
injury to the lens; third, the vision remaining; and 
fourth, the localization, size, and shape of the piece. 
In recent injuries the best method, as a rule, is to 
remove foreign bodies through the wound of 
entrance. 

The article is summarized as follows: 

1. Emphasis is laid on the great importance of the 
proper treatment of minor ocular injuries. 

2. Of the industrial injuries in the authors’ cases 
92.1 per cent were originally minor injuries. 

3. In many cases there is marked loss of vision 
due to corneal opacities following infection. 

4. The cornea was injured in 78 per cent of the cases. 


5. All corneal injuries should be seen early by a 
competent oculist and kept under close observation, 

6. Intra-ocular foreign bodies should be removed 
by the posterior route only when there is an open 
wound in the sclera and the use of the anterior route 
has failed. L. L. McCoy, M.D. 


Riddoch, G., and Goulden, C.: On the Relation- 
ship Between Subarachnoid and Intra-Ocular 
Hemorrhage. Proc. Roy. Soc. Med., Lond., 1924, 
xviii, Sect. Ophth., 3. 

Quincke pointed out twenty years ago that under 
certain conditions the presence of blood in the spinal 
fluid is a clear indication of bleeding into the sub- 
arachnoid space. 

Subarachnoid hemorrhage may result from: (1) 
traumatic rupture of meningeal vessels; (2) primary 
intracerebral hemorrhage, the blood usually burst- 
ing through the brain substance; and (3) non- 
traumatic rupture of the meningeal vessel or 
aneurism. 

Riddoch reports one case of rupture of a basilar 
aneurism, giving the postmortem findings, and 
three cases that did not come to autopsy. 

Goulden reviews the salient points in the anatomy 
of the optic nerve and its coverings. 

Whenever ophthalmoscopic examination has been 
followed by pathological investigations, the appear- 
ances have been so similar that it is possible to de- 
scribe a characteristic clinical picture of the fundus 
that is constant in cases in which blood has spread 
into the optic nerve sheath from a subarachnoid 
hemorrhage, whether spontaneous (as in all of the 
cases reported in this article) or due to fracture of the 
skull. 

The most common abnormality is papilloedema. 
This is usually bilateral, very rapid in its onset, and 
of varying degree. 

Retinal hemorrhage occurs in the majority of 
cases. There may be small hemorrhages near the 
disk or, as in the cases reported, at some distance 
from the disk and resembling the retinal hemor- 
rhages seen in other conditions. 

In Riddoch’s cases vitreous haemorrhage was 
common and made an early view of the fundus 
difficult. 

The retinal vessels appear normal. 

In the early stages, ophthalmic symptoms are not 
mentioned as consciousness is affected and often 
completely abolished, whether the subarachnoid 
hemorrhage is spontaneous or traumatic. When 
consciousness returns the patient complains of de- 
fective vision. The severity of this disturbance de 
pends upon the severity of the vitreous hemorrhage. 

Ausrey H. Pemser, M.D. 


Chance, B.: On the Treatment of Parenchymatous 
Keratitis. Atlantic M. J., 1924, xxviii, 62. 

No new treatment of any great value has been 
suggested very recently for parenchymatous kera 
titis. While a number of remedies have been sug- 
gested enthusiastically, Chance has not been able to 
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convince himself that these are of much importance. 
He therefore confines his article to a review of the 
classical treatment. 

In practically all cases the disease is caused by the 
spirocheta pallida and the treatment is directed 
toward the destruction of this organism in the eye 
and in the rest of the body. The treatment should 
be begun at the earliest possible moment after the 
diagnosis is made. For the destruction of the 
organism, salvarsan and mercury are the cardinal 
remedies. The mercury should be given in small 
doses over a long period of time and should be 
alternated with potassium iodide or syrup of the 
iodide of iron. Chance prefers the use of the gray 
powder or mercury rubs. The salvarsan has a local 
effect in reducing the blepharospasm and is an 
adjuvant for the mercury. A series of from eight to 
twelve injections should be given. 

The general treatment should be directed toward 
improving the general condition. Good food, plenty 
of rest, plenty of air and sunshine, and such tonics 
as cod liver oil and the arsenicals, are of great value. 

Locally, the uveitis should be controlled with 
atropine and hot applications. If the atropine does 
not cause dilatation of the pupil, it may be combined 
with cocaine, which serves to allay the pain, tender- 
ness, and irritability. After the pupil is widely 
dilated the atropine may be discontinued tem- 
porarily. 

The invasion of the cornea by blood vessels should 
be promoted by the use of dionin and occasionally 
eserine. Chance has found that the blood vessels 
completely disappear in the majority of cases prop- 
erly treated. Tuomas D. ALLEN, M.D. 


Li, T. M.: Syphiloma and Syphilitic Iridocyclitis. 
Arch. Ophth., 1924, liii, 531. 

Zimmermann, E. L.: Syphilitic Iridocyclitis, with 
a Consideration of Factors Influencing Its Oc- 
currence. Arch. Ophth., 1924, liii, 549. 


In Li’s first case report the complete histological 
findings are given and there are three colored plates 
showing (1) a syphilitic tumor in the ciliary body, 
(2) some small nodules on the posterior surface of 
the iris similar to those frequently seen in sympa- 
thetic ophthalmia, and (3) internal-exudation in the 
choroid near the optic disk. 

Five years before the patient was seen by the 
author he had a chancre, and five months previously 
he had been re-infected. Although the syphiloma 
was very large, causing bulging of the sclera, and 
although it was necrotic in its center, no change was 
seen in the lens or its capsule, and the vitreous body 
was almost free from cells. The nodules found in the 
Iris are not usually present in syphilis, but in China 
they are fairly common. Li states that it is remark- 
able that they were present in this case as the result 
of syphilis five years before as they occur more fre- 
quently in the secondary than the tertiary stage. 
It is possible, however, that the first infection was 
not syphilis and that the disease was in fact a mani- 
festation of the secondary stage. 
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The second case reported by Li was a case of 
syphilitic intercalary staphyloma in which enuclea- 
tion was not necessary. 

ZIMMERMANN ’S article is based on a study of 190 
patients with syphilitic iridocyclitis. In 56.8 per 
cent the condition developed during the first year 
of infection. The author states that iritis is seldom 
associated with frank tertiary lesions. 

The factors influencing the development of 
iridocyclitis are: (1) predisposition (as in the negro), 
(2) the tendency of certain strains of the organism 
to involve the uveal tract (determined experimen- 
tally but not yet proved for human syphilis), and (3) 
external or environmental factors such as treatment, 
which may inhibit the disease and disturb the 
natural response to infection. Since the introduction 
of arsphenamin, iritis has become a much less 
frequent manifestation of syphilis than it was 
formerly. 

Iridocyclitis constituted over 40 per cent of the 
ocular lesions of acquired syphilis observed during 
a period of two years. In some of the cases a recur- 
rence developed. Recurrences were especially apt 
to appear when the arsphenamin treatment con- 
sisted of only six or fewer doses. They may appear 
immediately after the treatment or may be delayed 
for from one to three months. 

The opinions of several ophthalmologists are 
quoted as to the relationship of iritis and neuro- 
syphilis. Zimmermann seems to be of the opinion 
that they are not very closely associated. 

The author obtains a positive Wassermann re- 
action less constantly in cases of late iritis than in 
those of iritis occurring early in secondary syphilis. 
He warns that a positive Wassermann test may 
sometimes lead to error as there is a certain per- 
centage of all patients who have a positive reaction 
whether they have an iritis or not, and an iritis in a 
syphilitic may be due to some other cause than 
syphilis. Tuomas D. ALLEN, M.D. 


Benedict, W. L.: The Treatment of Uveal Diseases. 
J. Indiana State M. Ass., 1924, xvii, 408. 


The incidence and treatment of diseases of the 
uvea are discussed. Diseases of the uveal tract 
usually occur in association with tuberculosis, 
syphilis, and various idiopathic conditions. It was 
in these secondary manifestations, rather than in 
congenital defects or neoplasms of the eye, that 
Benedict was interested. 

Uveitis is almost always indicative of disease in 
some other part of the body, being usually a meta- 
static process from a focus of infection in the teeth, 
tonsils, cervix, or prostate, or some other remote 
organ or part of the body. This is true especially of 
the non-suppurating inflammatory disease of the 
uveal tract. 

Efforts have been made to reproduce these dis- 
eases experimentally. Iritis has been caused in 
animals by the transplantation of spirochaete. When 
cultures of the bacillus of tuberculosis from patients 
with uveitis were injected into animals, a generalized 








tuberculosis usually occurred; in only a few cases 
was the infection localized in the eye. The ophthal- 
mologist recognizes certain definite characteristics of 
uveal tubercles which make the diagnosis of tuber- 
culosis very clear. Therefore he is sometimes able to 
make a diagnosis in cases in which the internist has 
been unable to demonstrate tuberculosis. 

With Meisser and Rosenow, Benedict injected 
animals with cultures from the teeth of patients 
suffering from iritis. Clinical iritis resulted, and 
when the diseased eyes were removed and sectioned, 
iritis caused by an embolic process in the base of the 
iris was demonstrated. 

The treatment formerly consisted in local mercury 
inunctions and the administration of potassium 
iodide by mouth. In 1918 and rg19, because of the 
good results obtained by Stokes in the use of sal- 
varsan in tuberculosis of the skin, the author tried 
non-specific arsphenamine in the treatment of 
uveitis. The results were amazingly good except in 
certain very acute cases. Visual opacities cleared up 
and choroidal lesions healed more quickly than 
under other treatment. Evidently the action of 
arsphenamine in these cases is not specific, for it is 
equally effective for syphilis, tuberculosis, or other 
chronic infections. 

The author believes that the investigation of dis- 
cases of the uvea should be left to the internist as it 
generally requires an investigation of tuberculosis, 
syphilis, or some other infection. 

The treatment in these cases should be general 
rather than specific. 


Biddle, A. G.: Modern Cataract Operations. Med. 
J.& Rec., 1924, Cxx, 434. 

Biddle is inclined to the belief that in the past few 
years there has been decided improvement in the 
method of operating for cataract. He says, ‘“‘A 
sufficiently large number of operations have been 
performed to prove that vitreous loss is not to be 
feared; it is most always the result of neglect of 
a part of the technique.”’ He states that as age 
advances the fibers of the zonule of Zinn become 
exceedingly brittle, and that consequently a person 
in the later part of life can be subjected to an intra- 
capsular operation without fear because the fibers 
are broken very easily during the operation. There- 
fore a cataractous lens may be removed before it is 
ripe and the patient will not have to undergo a long 
period of waiting with considerable reduction of 
vision during the period of ripening. 

The author reviews the common operations for 
cataract; first the older method, and then the modi- 
fications by Smith of India and Barraquer of Spain. 
The Barraquer procedure has been modified by 
Green of San Francisco. In Biddle’s opinion this 
modification is a decided improvement for the follow- 
ing reasons: 

1. No pressure is placed upon the eye. 

2. Very little suction is made by the Green 
apparatus. 

3. The eyelids are held securely. 
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The technique includes deep infiltration of the 
orbit with novocaine, control of the orbicularis by 
canthotomy, and narcotization. ; 

Tuomas D. ALLEN, M.D. 


Gradle, H. S.: The Use of Adrenalin in Increased 
Intra-Ocular Tension. Am. J. Ophth., 1924, 3 s. 
vii, 851. 

In the last fifteen years various observers have 
reported good results following the subconjunctival 
injection of small amounts of adrenalin in glaucoma 
secondary to uveitis. Mydriasis usually follows the 
injection even if atropine failed previously. From 3 
to 6 minims of sterile 1:1,000 adrenalin solution are 
injected beneath the conjunctiva between the lower 
limbus and lower cul-de-sac. Gradle believes that 
the adrenalin acts as a stimulus to the sympathetic 
nerve fibers. 

One case of acute congestive glaucoma with a ten- 
sion well over 70 mm. Hg responded so well to the 
injection that within twenty-four hours the tension 
had fallen and the congestion had disappeared. In 
two cases of chronic inflammatory glaucoma, no re- 
duction in tension occurred. Of three cases of simple 
glaucoma a slight reduction of tension occurred in 
two. It was in this type that Hamburger and Heg- 
ner precipitated acute congestive glaucoma by the 
use of adrenalin. 

In cases in which the tension has been lowered 
only temporarily following operation performed 
for glaucoma, injections of adrenalin and the use of 
miotics hold the tension within normal limits. 

VirciL Wescott, M.D. 


EAR 


Plum, A.: Radiography of the Temporal Bone in 
Ear Disease. J. Laryngol. & Otol., 1924, xxxix, 618. 


The progress of roentgenography of the mastoid 
and os petrosum has been slow chiefly because of 
technical reasons. The parts about which informa- 
tion is sought are hidden away in the cranium and 
covered by other tissues which render the negative 
puzzling. 

The method now used by Plum is a modification 
of that employed at Passow’s clinic in Berlin. The 
main point of the method is the occipitotemporal 
direction of the rays. 

The patient who is to be examined is placed with 
his forehead against the negative; he bends his head 
slightly forward and turns it 15 degrees to the right 
or the left, depending upon whether the left or 
right mastoid is to be roentgenographed first. The 
focus is placed behind him. One-half of the negative 
is covered and a roentgenogram is made. The pa- 
tient’s head is then turned 15 degrees to the other 
side, the other side of the negative is covered, and 
a second exposure is made. Both the position of the 
negative and the focus are therefore almost the 
same in each exposure and the two mastoids will 
be fairly symmetrical on the same negative. 

James C. Braswe tt, M.D 
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Gardiner, W. T.: Otitis Media in Measles. J. 
Laryngol. & Otol., 1924, Xxxix, 614. 

Of 1,331 cases of measles admitted to the hospital 
in a period of four years, 13.5 per cent developed 
otitis media. The author reaches the following con- 
clusions: 

1. Uncomplicated measles does not give rise to 
such a severe form of otitis media as does scarlet 
fever. 

2. The disease is confined to the mucous mem- 
brane to a far greater degree, as evidenced by the 
frequency of central perforations. 

3. It may develop and cause a mastoid complica- 
tion in cases in which there are no adenoid vegeta- 
tions and in those in which adenoids have been 
successfully removed some time previously. 

4. When adenoids are absent the middle ear 
suppuration responds to conservative treatment. 
When adenoids are present, they tend to keep up 
the discharge and to render mastoid complication 
more probable; their removal usually clears up the 
discharge very rapidly. 

5. Otitis media in cases of scarlatinal measles is 
extremely serious, involves widespread destruction 
of bone, and the implication of important structures. 
When mastoid tenderness persists early operation is 
essential. 

6. The follow-up of otitis media in cases of measles 
is most necessary in order that proper conservative 
treatment and even operative treatment may be 
given. For this purpose a social service organi- 
zation would be of the greatest value. 

James C. Braswe tt, M.D. 


Ross, E. L.: Otitis Media in Scarlet Fever. Ann. 
Otol., Rhinol. & Laryngol., 1924, xxxiii, 1319. 


At the Durand Hospital of the John McCormick 
Institute for Infectious Diseases statistics on the 
frequency of otitis media as a complication of scarlet 
fever were kept for two five-year periods. In the 
first period, from 1912 to 1917, the condition 
occurred in 16.17 per cent of cases, and in the next 
five years in 12.3 per cent. 

The author is inclined to regard this type of otitis 
media as a local manifestation of the general infec- 
tion. He discovered the presence of the strepto- 
coccus hemolyticus in every ear discharge produced 
by scarlet fever. 

In the treatment followed with few variations 
at the Durand Hospital the profusely discharging 
ear Was irrigated with warm boric acid solution. As 
the discharge became less, it was treated with boric 
acid in alcohol increased from 30 to 95 per cent. 
lhe last discharges were eliminated through a gauze 
wick placed in the aural canal. Discharges with a 
foul odor were treated with weak permanganate 
Irrigations. 

Complications such as nephritis, adenitis, myo- 
carditis, tonsillitis, and arthritis did not appear to 
be responsible for the otitis media, and the otitis 
media did not predispose the patient to these com- 
plications. GrorceE R. McAuttrr, M.D. 


Layton, T. B., Scott, S., Love, K., and Others: 
Discussion on Otological and Rhinological 
Problems in Scarlet Fever and Measles. Proc 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Laryngol. & 
Otol., 56. 


LAYTON stated that otitis media in scarlet fever is 
usually painless and in this fact differs from otitis 
media not associated with scarlet fever. It is impor- 
tant that a diagnosis be made before the beginning 
of otorrhcea. When the drum membrane is ripe for 
it an incision should be made. 

Love advised tonsillectomy and adenoidectomy 
as soon as the fever has subsided in order to lessen 
the risk of aural complications or to shorten the 
duration of these complications if they are already 
present. He believes that a patient with scarlet 
fever complicated by otitis media should remain in 
the hospital until the discharge has ceased. If this 
has not occurred at the end of two or three months 
an operation on the mastoid is indicated. 

Sir WILLIAM MILLIGAN pointed out that in the 
otitis media of scarlet fever the infection has a 
tendency to invade bone, whereas in the otitis media 
of measles it usually involves only the mucous mem- 
brane. He stated also that the tonsils and adenoids 
should be removed as soon as the fever has subsided. 

McKenzie advised against secondary paracentesis 
and recommended draining the mastoid antrum if 
primary paracentesis is not followed by cessation of 
the discharge. 

GILLESPIE stated that at the Birmingham Fever 
Hospital patients who develop otitis media during 
scarlet fever are regarded as infective so long as the 
aural discharge continues. 

LayTON called attention to the fact that sinusitis 
is very uncommon during infectious diseases. 

FRASER stated that the cure of rhinitis in scarlet 
fever and measles might obviate ozzna in the future. 
He believes that ozena corresponds to chronic 
middle-ear suppuration and cholesteatoma in the 
middle ear. Wixiiam B. Stark, M.D. 


NOSE AND SINUSES 


Maliniak, J.: A Comparative Study of Ivory and 
Organic Transplants in Rhinoplasty; Endo- 
nasal Operative Technique of Some Nasal 
Deformities, with a Report of Cases. Laryngo- 
scope, 1924, xxxiv, 882. 

The cartilage transplant can be molded without 
difficulty, retains its size and shape, and is easily 
obtained from the costal cartilage. The use of 
ivory transplants is indicated in pronounced de- 
formities where a large amount of substance is 
necessary to correct the defect of the dorsum and 
the lateral sides of the nasal pyramid. 

Asepsis is essential for successful plastic work. The 
face as well as the nose and operative field should 
be thoroughly cleansed with soap, water, alcohol 
and bichloride of mercury. In the author’s cases 
local anesthesia is induced with a 1 per cent solution 
of novocain with adrenalin. 
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The endonasal incision is made under the inferior 
border of the triangular cartilage. Through this 
incision, which must not be too large, the periosteum 
with the soft parts is separated from the underlying 
bone and cartilage only to the extent that it is to be 
occupied by the transplant. Above, the subcuta- 
neous sac reaches the glabella. To assure good fixa- 
tion of the lower end of the transplant the inferior 
cul-de-sac of the nasal tip must be very deep. 

The dissection of the anterior cul-de-sac is best 
done with the comma-shaped knife of Joseph, which 
adapts itself readily to the cartilages of the tip. Be- 
fore the transplant is placed the nasal dorsum is 
compressed for a few minutes to obtain complete 
hemostasis. The edges of the endonasal wound are 
held open by a Killian speculum. The transplant is 
introduced under the skin of the dorsum without 
contact with the nasal mucosa. 

The wound is sutured with catgut and tied with 
anatomical forceps. A compressive dressing then 
applied by means of a copper splint padded with 
gauze prevents hemorrhage and a resulting hemat- 
oma. The nasal tampons are removed at the end 
of the second day and the copper splint at the end 
of one week. James C. BRASWELL, M.D. 


Maclay, N.: Nasal Neuroses. Brit. M.J., 1924, ii, 996. 


The author divides nasal neuroses into three 
classes: (1) the olfactory, (2) the somatic sensory, 
and (3) the autonomic sensory. In this article he 
discusses only the second and third. 

The somatic sensory neuroses, called by Sluder 
the ‘‘neuralgic type,” is the type that gives rise to 
lower-half headaches and pain at the root of the 
nose, over the eye, in the pharynx, behind the ear, 
and in the neck and shoulder. Causative factors 
may be found in the sinuses or nasal cavities or in 
the blood stream. 

The autonomic sensory neuroses, called by Sluder 
the ‘‘sympathetic type,’”’ comprise all cases with in- 
creased mucus secretion and a boggy cedematous 
mucosa or a polypus. There may be nasal obstruc- 
tion, sneezing, and a watery discharge, intermittent 
or fairly constant. These are the protein-sensitiza- 
tion cases. The protein may be of animal, vegetable, 
or bacterial origin. A torpid condition of the colon 
may be an associated factor. Regulation of the diet 
and large doses of calcium are of benefit. 

The author draws the following conclusions: 

1. The nasa] neuroses are true clinical entities. 

2. To a considerable extent they are excited in 
predisposed subjects by blood-borne agents, animal 
emanations, and the pollen of flowers and grasses. 

3. Comparatively few noses fail to show some 
evidence of this involuntary nerve sensitiveness. 

4. The neuroses may explain the pathology of 
the mucous polypus. 

5. The neuralgic syndrome may lead to confu- 
sion in diagnosis, particularly with regard to pain 
in the ear and the mastoid process. 

6. The manifestations may occur alone or may be 
associated with pathological or anatomical defects. 
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7. When a neurosis is associated with a struc. 
tural defect or pyogenic infection, it must be ip. 
cluded in the treatment. Otto M. Rott, M.D. 


Davis, E. D. D.: Some Points in the Pathology, 
Diagnosis, and Treatment of Diseases of the 
Maxillary Antrum. Proc. Roy. Soc. Med., Lond. 
1924, xviii, Sect. Odont., 2. 

The author discusses in detail many phases of 
antrum infection especially in relation to dental 
conditions. He weighs the various operations, 
differentiates between the dental and nasal origin 
of antritis, and discusses the treatment of extraction 
accidents. He condemns irrigation from the mouth. 
In cases of large dental cysts he removes the wall 
between the cyst and the antrum and then drains 
the antrum. Non-radical excision of epithelioma is 
advised. Tuomas C. GALLoway, M_D. 


MOUTH 


Franken, S. W. A.: The Lenox Hill Hospital Plan 
for the Dental Care of Hospital Patients. J. 
Am. M. Ass., 1924, |xxxiii, 1866. 


In a study of the dental service previously estab- 
lished in the hospitals of New York the author 
found that no very definite comprehensive plan was 
being followed out. The plan adopted in the Lenox 
Hill Hospital has been followed for one year with 
satisfactory results. The in-patient and out-patient 
departments were separated and a suitable room was 
equipped for necessary dental service. A full-time 
intern and an attending dentist make regular visits 
and are called in attendance in serious or emergency 
cases. 

Every patient is examined by the dental intern. 
His mouth condition is reported, his teeth are 
cleaned, temporary treatment is given any painful 
condition of the mouth, temporary fillings are placed 
in carious teeth, a tooth brush is supplied and 
instructions in mouth hygiene are given. With the 
consent of the physician, any teeth which should be 
extracted are removed, and when advisable the teeth 
are X-rayed to determine the presence of infection. 
A focus of infection is removed when the attending 
physician requests it. 

A similar service was established for the out- 
patients, but the work was kept separate. For the 
in-patients such work as can be done in the dental 
room is taken there; in other cases the work is per- 
formed at the bedside or, in cases of general angs- 
thesia, in the regular surgical operating room. 

Cuartes W. Freeman, M.D. 


Simmons, C. C.: Carcinoma of the Buccal Mucous 
Membrane. Boston M. & S. J., 1924, cxci, 1018. 


Simmons reports his experience in the care 0! 
carcinoma of the buccal mucous membrane at the 
Massachusetts General and the Collis P. Huntington 
Hospitals, Boston. “ 

Chronic irritation in some form has a very deiinite 
relation to cancer of the mouth. In a series of 189 
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cases of cancer of the tongue observed at the Hunt- 
ington Hospital, definite evidence of chronic irrita- 
tion was mentioned in the records of 65 per cent. 
The condition occurs most frequently in men who 
use tobacco. Pyorrhoea and carious teeth are found 
in nearly every case seen at a general clinic. Poorly 
fitting plates and bridges may be factors causing 
sufficient irritation to start a cancerous growth. 

Microscopically all of the growths are squamous- 
cell cancers, but clinically two main types may be 
distinguished. The first is the typical indurated 
cancerous ulcer which grows rapidly and forms 
metastases early in the course of the disease. The 
second is papillary in character and of slower growth, 
forming metastases relatively late. 

A form of cancer often overlooked is that arising 
from the fold of mucous membrane about a tooth. 
The first sign in this type is loosening of the tooth. 
The presence of malignant disease is often not sus- 
pected, the tumor tissue being mistaken for granula- 
tion tissue. The bone is involved early in this type 
of cancer and the prognosis is unfavorable. 

Cancer of the tongue and of the floor of the mouth 
beneath the tip of the tongue appears to be the most 
malignant. Cancer of the lower jaw is slightly less 
malignant than cancer of the tongue, while cancer of 
the cheek is less malignant than that of the lower 
jaw. Cancer of the upper jaw is relatively benign. 

The type of the growth, its position, duration, and 
extent, and the patient’s general condition must be 
taken into consideration in the prognosis and the 
decision as to the line of treatment to be followed. 

There are no subjective symptoms caused by 
cancer in the mouth in its early stage. This should 
be impressed upon the laity, dentists, and physicians 
as in this stage the growth can be entirely removed 
by a minor operation. Simmons believes that den- 
tists can do more in lowering the death rate from 
this disease than the physician, as the dentist 
usually has the opportunity to recognize any ab- 
normal condition of the mouth before the physi- 
cian. If cancer is recognized in its early stage before 
metastases have taken place, its destruction will 
effect a cure. The local growth can be removed 
surgically or destroyed by cauterization, radium 
irradiation, or fulguration. 

MatTTHew N. FepeErspPIEL, M.D. 


NECK 


Hueck, H.: The Parallelism Between the Clinical 
and Histological Pictures of Goiter (Zur Frage 
des Parallelismus zwischen klinischem und histo- 
logischem Bild der Struma). Arch. f. klin. Chir., 
1924, Cxxx, 178. 


The author reviews the goiter cases of the Rostock 
Clinic. Only those were included in which the 
clinical records were sufficiently full to indicate the 
severity of any thyrotoxicosis that may have been 
present. Histological specimens were available in 
every case. As the author has made numerous 
subsequent examinations and has made the diagnosis 
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of thyrotoxicosis very reservedly, that is, only in the 
presence of prominent symptoms, this report is a 
valuable contribution to the clinical study and 
pathology of goiter as it occurs in the lowlands. 

All of the 138 cases treated during the period from 
1912 to 1923 came from the lowlands of North 
Germany. One hundred and twenty-five of the 
patients were females. The nodular goiters were 
considerably fewer than the diffuse colloid goiters, in 
contrast to the findings in mountainous regions. A 
higher incidence of goiter at the age of puberty could 
not be demonstrated at the Rostock Clinic; on the 
contrary, by far the greater number of the goiters 
developed during the third and fourth decades of 
life. Cases of dysthyroidism or hypothyroidism were 
seldom seen in the surgical clinic, but cases of hyper- 
thyroidism and exophthalmic goiter were relatively 
common. There were thirty-six cases of exophthal- 
mic goiter and fourteen of hyperthyroidism as com- 
pared with seventy-eight of atoxic goiter. 

In the comparison of the clinical and microscopic 
findings, the author adhered closely to the scheme 
worked out by the Aschoff school. The most com- 
mon types found were the diffuse macrofollicular 
goiters. These included thirty-seven of the non- 
proliferating type and eleven of the proliferating 
type. A diffuse Basedow goiter was found in thirty- 
two cases. Twenty-four simple nodular goiters and 
eighteen mixed goiters were observed, whereas there 
were only six diffuse microfollicular, colloid goiters. 
The diagnosis of malignant goiter was made ten 
times. 

In general the Rostock cases indicate that the 
atoxic goiters appear histologically as non-prolifer- 
ating forms of the macrofollicular colloid goiter, the 
simple nodular goiter, or a combination of both. In 
the vast majority of cases the thyrotoxicosis showed 
the picture of a proliferating gland. However, there 
were such noteworthy exceptions to this rule that 
the author was compelled to doubt its validity. For 
example, in eleven cases a clinically definite thyro- 
toxicosis was associated with a histologically non- 
proliferating goiter. In four cases of severe ex- 
ophthalmic goiter the microscopic examination of the 
resected goiter revealed the picture of a microfollicu- 
lar colloid goiter. However, the author is inclined to 
the belief that the latter findings may be attributed 
to an active proliferation of the glandular epithelium. 
Apparently this condition is somewhat different 
from the microfollicular mountain goiter of Wegelin. 

The author is unable to give any explanation for 
the relatively numerous cases in which, in spite of a 
pronounced thyrotoxicosis, the histological] picture of 
the resting macrofollicular gland was found. He 
regards it as highly improbable, however, that in all 
of these cases a thymogenic exophthalmic goiter was 
present. More probable would be an as-yet-undeter- 
mined chemical change in the colloid. In the cases 
studied Hueck was unable to substantiate Troell’s 
claim that atoxic and toxic colloid can be differen- 
tiated by means of the azocarmin-Mallory stain. 

Bonn (Z). 
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Tinker, M. B.: End-Results in Some Conditions 
Associated with or Possibly Caused by Goiter. 
Ann. Surg., 1924, 1xxx, 383. 

Ochsner, A. J.: End-Results of Goiter Operations. 
Ann. Surg., 1924, Ixxx, 388. 

Dowd, C. N.: A Report of the Results of Opera- 
tion on a Group of 150 Cases of Goiter. Ann. 
Surg., 1924, xxx, 391. 


TINKER states that the impression is general that 
pregnancy commonly precipitates hyperthyroidism 
or induces permanent thyroid enlargement or both, 
but very little has been reported on this subject 
which is based on actual clinical experience. Of 
twelve of Tinker’s patients who were pregnant at 
the time of, or subsequent to, partial thyroidectomy, 
all went to full term and gave birth to healthy 
children. This small number of cases seems to in- 
dicate that thyroid surgery need have no evident 
effect on children born at a subsequent pregnancy ; 
that there is not much tendency to a return of the 
symptoms or enlargement; and that operation dur- 
ing pregnancy is not particularly dangerous. 

With regard to the menstrual function, Tinker 
states that there is complete cessation of the periods 
for from three to six months or longer in practically 
all cases of the extremely toxic adenomatous and 
exophthalmic goiters he sees, but in no instance 
under his observation has this been permanent. The 
return of menstruation occurs as soon as the patient 
is well on the road to recovery. Tinker has never 
known of profuse menstruation due to a lack of 
normal thyroid secretion. 

The results as regards the appearance of the eyes 
following operation upon patients with extreme 
exophthalmos are often discouraging even after four 
or five years have elapsed. The cases of long 
standing improve more slowly and less surely, but the 
end-results show that, in many cases, the exoph- 
thalmos may continue to lessen long after the gen- 
eral physical condition has come back to normal. 

The advice to be given an aged person suffering 
seriously with goiter is often a difficult question 
since experience as to the end-results in older 
patients is limited. 

The important influence of the thyroid in devel- 
opment, both physical and mental, rules out surgery 
in childhood and adolescence unless the symptoms 
are urgent. In none of the author’s cases operated 
upon before the twentieth year of age have harmful 
effects been noted. Unfortunate end-results can be 
avoided only by leaving a fairly liberal strip of 
thyroid tissue with unimpaired blood supply from 
at least two of the four main arteries. 

Approximately 5 per cent of all cases of toxic 
goiter coming under the author’s care had a trace 
of sugar in the urine. Cases with a low percentage 
of sugar in the urine have cleared up before oper- 
ation and remained permanently sugar-free after 
operation without special attention to diet or med- 
ication, but toxic goiter with a high percentage of 
sugar in the urine is fatal in two-thirds of the cases 
unless operation is performed. When cases with a 


high percentage of sugar are cleared up sufficiently 
to warrant operation by regulation of the diet or 
insulin, or a combination of the two, little medica] 
attention is necessary to keep the urine sugar-free 
after operation. 

Dangerously high blood pressures are frequently 
influenced favorably by thyroidectomy, but thus 
far the author has been unable to discover any 
criterion enabling him to select patients with a high 
blood pressure who would be benefited by operation 
from those in whom no improvement could be ex- 
pected from surgical treatment. 

OCHSNER reports the 500 replies to a question- 
naire sent to 1,200 patients operated upon by him 
and Percy for exophthalmic and toxic goiter in the 
ten-year period ending January 1, 1923. None of 
the 500 patients was operated upon less than fifteen 
months ago. Seventy per cent were between the 
ages of 20 and 50 years. Sixty-four per cent regained 
approximately normal strength within three months 
after the operation; 15 per cent remained weak for 
more than a year. 

The majority of the patients have not followed 
directions constantly since they left the hospital, 
but there has been practically no difference in the 
percentage of complete cures between those who did 
and those who did not follow directions except that 
twenty-one patients stated definitely that they feel 
better when they follow directions strictly. 

Twenty-five per cent of the patients still suffer 
to some extent from tachycardia or some other 
form of cardiac disturbance. 

Five patients (1 per cent) had some voice disturb- 
ance for a time. In four it disappeared completely. 
but in one it has persisted to some degree. 

The goiter recurred in 7 per cent of the patients: 
all of these had returned to their former mode of 
living, including the drinking of unboiled water. 

Exophthalmos persisted in 9g per cent of the 
cases. In one case a unilateral exophthalmos on the 
right side has persisted for six years. Three patients 
died within one year after the operation. Twelve 
died from two to nine years later from a cause other 
than goiter. Aside from these, the condition was 
worse after the operation in only 1.6 per cent of 
the cases. 

Down reports on 150 cases of goiter operated upon 
by him in the period from 1899 to 1924. The types 
of goiter varied from acute hyperplastic goiters of 
overwhelming toxicity to encapsulated cysts with 
little or no toxicity. Toxic adenomata, however. 
were the most common type. 

The operations were adjusted to meet the strength 
of the patient. In some cases the treatment be- 
gan with the ligation of a single thyroid artery 
and progressed in stages to the removal of three 
quarters or more of the enlarged gland. 

Acute hyperplastic thyroids caused the most se- 
vere symptoms, but those of toxic adenomata were 
sometimes almost as serious. 

Adenomata and so-called colloid goiters sometimes 
caused severe symptoms from pressure. 
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One hundred and three of the patients are enjoy- 
ing good health and are able to do at least the 
ordinary amount of work. Thirty-two are able to do 
moderate work but must carefully avoid over- 
exercise. One reported persistent invalidism. Four 
have died since leaving the hospital. Five died in 
the hospital. Five cannot be traced. 

ARTHUR L. SHREFFLER, M.D. 


Mukai, M., and Karp, D.: The Form and Position 
of the Trachea Before and After Operation for 
Goiter (Form und Lage der Trachea vor und nach 
Strumaoperation). Fortschr. a. d. Geb. d. Roentgen- 
strahlen, 1924, Xxxii, 259. 


Displacement and compression of the trachea may 
occur from any direction, depending upon the posi- 
tion and shape of the goiter. The normal form and 
position of the trachea may be restored permanently 
by thyroidectomy under the following conditions: 
(1) if marked softening has not yet occurred; (2) 
if the cartilage still retains its elasticity; (3) if the 
remaining portion of the thyroid does not exert 
pressure upon the trachea; (4) if recurrence does 
not develop in the remaining portion of the thy- 
roid gland. 

As all of these requirements are frequently not 
met, the results are not always satisfactory. The 
dyspnoea is cured by operation in nearly every case. 
Compression usually ceases very slowly, but the 
displacement recedes rapidly, and not rarely a dis- 
placement to the opposite side occurs. 

In addition to roentgenograms made in two 
planes, a fluoroscopic examination should be made 
just before operation in order that the method of 
operation may be planned according to the findings 
revealed by the X-ray. Braun (Z). 


Deavor, T. L.: Surgical After-Treatment in Thy- 
roid Disease. Am. J. Surg., 1924, XXxviii, 296. 


Recovery in serious cases of goiter depends upon 
the pre-operative, operative, and postoperative care. 
The postoperative care has not received sufficient 
attention. 

Pre-operative care will bring down the mortality 
through the proper selection of cases; the selection 
of the proper time to operate; the establishment of 
test, quiet, adequate elimination, and proper diet; 
and attention to the heart and nervous system. 

The operation should be what the patient will be 
able to stand; it should be quick, well planned, and 
performed under proper anesthesia. 

Upon returning from the operating room the 
patient should be placed in a quiet, darkened, well- 
ventilated room. No visitors should be allowed for 
several days. An electric suction apparatus should 
be at hand to remove mucus from the throat. 

Cases of simple goiter usually run a quiet post- 
operative course. Luminal, bromides, and morphine 
are rarely required. Water should be given freely 
from the beginning, regardless of vomiting. 

In the toxic or exophthalmic type of goiter more 
serious reactions may occur. Vomiting may become 
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excessive and acidosis may be suspected, in which case 
fluids should be pushed and glucose given rectally or 
intravenously. When there are alarming symptoms 
such as a rapidly rising temperature and pulse rate, 
the surgeon must be present. The patient should be 
quieted, cold should be applied externally by means 
of an ice pack, and drugs may be given, notably 
luminal, bromides, morphine, and digitalis. Iodine 
is beneficial in certain selected cases of exophthalmic 
goiter. 

Secondary hemorrhage is not common. As a rule 
it is due to the slipping of a ligature during the first 
thirty-six hours, and will stop by clotting when the 
usual treatment is given. If it is alarming and the 
patient becomes cyanosed, the wound should be 
opened at once without anesthesia and the bleeding 
point closed. 

Tracheal collapse may be prevented by attention 
to the trachea during operation. When it occurs, 
intubation or tracheotomy will be necessary. 

The wound should be inspected daily. In 5 per 
cent of the cases a marked scar is unavoidable. 

Every patient should return for frequent consulta- 
tion. In young persons recurrence is usually com- 
pensatory. Toxic and exophthalmic goiters will 
require further treatment, frequently operative. 

M. L. Mason, M.D. 


Boothby, W. M.: The Use of Iodine in Exophthal- 
mic Goiter. "Endocrinology, 1924, Viii, 727. 


Iodine administered to patients with adenomatous 
goiter without hyperthyroidism often initiates a 
syndrome comprehended in the term “‘adenomatous 
goiter with hyperthyroidism.” 

Iodine administered to patients with exophthalmic 
goiter usually reduces the basal metabolic rate, and 
practically always causes the characteristic nervous 
and gastro-intestinal symptoms to disappear. 

Iodine properly administered will prevent death 
from the acute postoperative exophthalmic goiter 
crisis. 

With few exceptions, the administration of iodine 
should be advised only as a temporary therapeutic 
measure in the treatment of exophthalmic goiter, to 
bring the patient into a safe condition for partial 
thyroidectomy. 


Ghiron, V.: Changes in Skeletal Growth in Para- 
thyroidectomized Dogs (Le alterazioni dell’ 
accrescimento nello scheletro dei cani_paratire- 
oprivi). Arch. ital. di chir., 1924, x, 238. 


In experiments on dogs Ghiron removed the two 
external parathyroids and a part of the thyroid 
containing one internal parathyroid. The study of 


“the animals after varying periods of time demon- 


strated that the bones are the first tissues to be 
affected by parathyroidectomy, while the cartilage 
never shows very marked morphological or quanti- 
tative changes. All of the various tissues which 
compose the bone are affected, including the medulla, 
but the slowing of development in length is not as 
marked as other bone changes. 
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Ghiron sees a resemblance between his findings 
and the clinical findings in rachitis and osteogenesis 
imperfecta. He believes that in the pathogenesis of 
rachitis the parathyroids are of more importance 
than the thymus. W. A. BRENNAN. 


Thomson, Sir St. C.: Tuberculosis of the Larynx: 
Its Significance to the Physician. Lancet, 1924, 
ccviil, 948. 

Tuberculosis is the most common specific disease 
of the larynx. The author found 477 cases of 
laryngeal tuberculosis in 2,541 cases of pulmonary 
tuberculosis in the last ten years. In the early years 
of this period one patient of every four had tuber- 
culosis of the larynx. The average incidence of 
laryngeal involvement for the entire decade was 
18.77 per cent. These cases were seen in a sana- 
torium and were in the relatively early stages. 
Postmortem records show that the larynx is diseased 
in from 48 to 83 per cent of all fatal cases of tuber- 
culosis. 

Any hoarseness or slight change in the voice which 
does not clear up in two or three weeks calls for a 
careful examination of the larynx. Pain in swallow- 
ing is another suggestive symptom of laryngeal in- 
volvement. However, in fifty-seven of the author’s 
cases the patient made no complaint of his throat, 
and his voice, both to his own and to the examiner’s 
ears, sounded clear and normal. 

The frequency with which the larynx is involved 
increases with the progress of the pulmonary disease. 
The larynx may be atiected in 4.8 per cent of cases 


in the early stages. At this period the prognosis 
may well be called favorable. Its most common site 
is the posterior commissure. Next in frequency of 
involvement are the vocal cords. 

Of the 2,541 patients with pulmonary tuber- 
culosis who were discharged from the King Edward 
Sanatorium, Midhurst, between 1911 and 1921, 
twice as many of those with a sound larynx were 
alive from one to ten years later as of those who had 
tuberculous laryngitis. Of the patients who were 
found to have tubercles in the larynx two of every 
three were dead, while of those with a sound larynx, 
two of every three were still alive. Of 477 patients 
with laryngeal tuberculosis who were seen, no fewer 
than 70.5 per cent are now dead. 

The author has a record of 119 cured cases, which 
represent about 25 per cent of those treated. These 
cures he attributes to sanatorium régime, rest of 
the larynx, and the use of the galvanocautery. Of 
the 119 persons with complete healing of the larynx, 
sixty-nine were alive from two to ten years later. 
Fifty are dead, but in most of these the larynx was 
still healed at the time of death. Most of the 
deaths were due to the extent and virulence of the 
pulmonary tuberculosis. This shows that the disease 
may not advance in the same manner in the lungs 
and larynx. 

While a spontaneous cure has taken place in the 
larynx in many instances and has been maintained 
until the patient died of his pulmonary disease 
years afterward, the reverse has never occurred. 

STANLEY J. SEEGER, M.D 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Fraser, J. S.: Cerebellar Abscess. Brit. M. J., 1924, 
ii, 993. 

Fraser’s statistics are in agreement with those 
generally cited to show that cerebellar abscess follows 
chronic purulent otitis media far more frequently 
than it follows acute middle ear disease. He believes 
that cerebellar abscess is usually associated with an 
extradural abscess in the posterior fossa, with or 
without sinus thrombosis. Labyrinth suppuration 
was present in only two of his eight cases. 

In only one-half of the cases was the diagnosis at 
all certain before operation, but it is to be remarked 
that several cases were operated upon before com- 
plete and careful neurological examinations were 
made. Several methods of evacuating the abscess, 
and several varieties of drainage material were 
employed with equally good results. 

Three patients with chronic cerebellar abscess 
recovered and four died. The only acute case was 
followed by uninterrupted recovery. 

Loyat Davis, M.D. 


King, J. E. J.: The Treatment of Brain Abscess by 
Unroofing and Temporary Herniation of the 
Abscess Cavity with the Avoidance of the Usual 
Drainage Methods; with Notes on the Manage- 
ment of Hernia Cerebri in General. Surg., 
Gynec. & Obst., 1924, XXxix, 554. 


Heretofore all operative procedures described in 
the treatment of brain abscess have been based upon 
drainage of the abscess cavity, the prevention of 
extension of meningeal infection, and the prevention 
of cerebral hernia. It has been a common experience 
that following the drainage of an abscess cavity, 
when drainage material has been introduced and 
allowed to remain for any length of time, the 
patient’s condition gradually improves until he is 
walking about but that he then suddenly develops a 
secondary abscess which terminates fatally. To 
meet this condition the author devised the method 
of treatment herein described. 

At the time of the original operation he establishes 
a rather large trephine opening or cranial defect 
directly over the site of the abscess. He then packs 
off the subdural and subarachnoid spaces to 
prevent extension of infection and “‘unroofs” the 
abscess cavity by completely removing the brain 
substance overlying it. He then completely empties 
the remaining portion of the abscess cavity and 
allows a temporary herniation of the brain to take 
place through the cranial defect so that no drainage 
with drainage material will be required. Subse- 
quently he irrigates the area with Dakin’s solution 
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and protects and at the same time compresses the 
cerebral hernia by suitable dressings. 

He reports the cases of three patients with brain 
abscess who were treated in this manner and 
entirely recovered. The technique of the operation 
and subsequent operation are described in detail. 

Loyat Davis, M.D. 


Sargent, P., Purves-Stewart, Sir J., Jefferson, G., 
and Others: A Discussion on the Value of the 
X-Rays in the Localization of Cerebral and 
Spinal Tumors, with Special Reference to Ven- 
triculography and Lipiodol Injections. Proc. 
Roy. Soc. Med., Lond., 1924, xvii, Sect. Neurol., 59. 


This article is a rather general discussion of the 
value of ventriculography and the injection of 
lipiodol into the spinal canal. In general it was the 
opinion of those taking part that the use of ventric- 
ulography subjects the patient to a risk without a 
guarantee of anything helpful and that the better 
the neurologist the less the need for ventriculog- 
raphy. 

The question was raised whether an increase in 
the protein content of the cerebrospinal fluid 
obtained by lumbar puncture or the arrest of 
lipiodol would give the earliest evidence of spinal 
compression. The evidence reported was in favor of 
the estimation of the protein content. 

LoyaL Davis, M. D. 


Dandy, W. E.: The Treatment of Staphylococcus 
and Streptococcus Meningitis by Continuous 
Drainage of the Cisterna Magna. Surg., Gynec. & 
Obst., 1924, xxxix, 760. 


Since Sir Victor Horsley first applied the principle 
of irrigation of the spinal subarachnoid space with 
mild antiseptic solutions in cases of meningitis, 
three types of treatment have been tried: (1) 
repeated lumbar punctures; (2) continuous drainage 
from the spinal canal, the cisterna magna, and the 
pontine cisterna; and (3) irrigations of the sub- 
arachnoid space by mild antiseptic solutions. None 
of these methods has demonstrated any outstanding 
superiority in its results over those obtained when 
the case is left alone. 

Frequent lumbar punctures cannot have more 
than a minimal and transient beneficial effect in the 
acute phase of meningitis. This impression is based 
not only upon observations on punctures in men- 
ingitis but also upon analogous aspirations of 
empyema or other localized infections. In a more 
chronic phase in which pressure is a conspicuous 
feature of the symptoms, sufficient benefit may be 
obtained to tide the patient over a definite period. 

Because of free communication through the 
foramina of Luschka and Magendie, the ventricles 
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and the entire subarachnoid space are always 
infected and the topography of the cerebrospinal 
space is such that irrigation of more than a small 
part of the entire system is impossible, regardless 
of the sites of the punctures. The two favorable 
sites for continuous cerebrospinal drainage are the 
lumbar spinal canal and the cisterna magna. Con- 
tinuous drainage of the lateral ventricle is difficult 
and very impractical except under unusual circum- 
stances. 

Because purulent meningitis is a septic infection, 
drainage is not necessarily helpful. Not only the 
character of the infection, but also the anatomical 
features of the serous cavities must determine 
whether drainage will be beneficial. The cerebro- 
spinal fluid circulates in a closed system of spaces. 
The ventricular part of the system is concerned with 
the formation of cerebrospinal fluid; the subarach- 
noid part with the absorption of the fluid. Com- 
munication between these two divisions of the 
system is solely through three openings in the fourth 
ventricle, the paired foramina of Luschka and a 
mesial foramen of Magendie. Closure of these 
foramina inevitably leads to dilatation of the four 
ventricles from the pent-up fluid which can no 
longer be absorbed in more than minimal amounts. 
These openings are therefore absolutely necessary 
for the circulation of cerebrospinal fluid, the integrity 
of the brain, and life. 

In the shape and distribution of its component 
parts the subarachnoid part of the cerebrospinal 
system may be compared roughly to a tree. The 
large cisterne underlying the brain-stem, the inter- 
peduncular and interchiasmal regions of the brain 
and surrounding the spinal cord, and the posterior 
aspect of the cerebellum form a single large trunk 
without restricting anatomical subdivisions. From 
this trunk many branches radiate over all of the 
cerebral and cerebellar surfaces, forming a network 
of intercommunicating channels and pools. 

Over the cerebrum these spaces conform more or 
less to the irregularly distributed interconvolvtional 
spaces. It is from this point of the subarachnoid 
space that cerebrospinal fluid is absorbed, and from 
the standpoint of surgical therapy this is the weakest 
link because the channels are so interlaced and the 
communications so small. Under normal conditions 
the entire system of cerebrospinal spaces, both 
ventricular and subarachnoid, are in very free com- 
munication. However, drainage of the entire cere- 
brospinal system is possible, under normal conditions 
at least, either from the cisterna magna or the spinal 
canal. 

Under abnormal conditions of infection the possi- 
bility of drainage of the entire cerebrospinal system 
is dependent upon the changes induced by infection. 
The reaction of the’meninges, as evidenced by the 
changes in the cerebrospinal fluid and meninges and 
even at times by changes in the cerebral tissues, 
varies so greatly with different infections that the 
mechanical factors upon which drainage depends are 
far from similar. It is hardly possible to drain a 


thick purulent exudate from the larger cisterne or 
the spinal canal, and it surely cannot be drained 
from the finer radicles of the subarachnoid space 
even in the very early stages of the infection. For 
this reason the author has restricted the application 
of cisternal drainage to staphylococcus and strepto- 
coccus infections in which the cerebrospinal fluid is 
not sufficiently altered in consistency to militate 
against drainage. 

A midline incision is made over the occiput. The 
nuchal muscles are then retracted, the occipital bone, 
the atlas, and the intervening atlanto-occipital 
membrane being exposed. A circular area of occipital 
bone is rongeured away, including the posterior arch 
ef the foramen magnum. The exposed dura is then 
continuous with the occipito-atlantal membrane. 
The dura is opened at or near the midline, and the 
incision is carried upward to the margin of the bony 
defect and backward to the atlas. The terminus of 
the occipital sinus, if present, is at first avoided and 
later ligated with a transfixion suture. 

One or more lateral dural incisions are then made 
on each side in order that the opening may be ample 
and premature closure of the fistula may be pre- 
vented. The arachnoid covering the cisterna magna 
is opened widely, the cerebrospinal fluid being 
allowed to escape. Any slight bleeding from the 
dura is controlled by transfixion sutures. The only 
danger of the procedure is postoperative bleeding 
into the unprotected cisterna magna. The funnel 
end of a small catheter is sutured to both sides of 
the open dura with catgut ligatures. The mouth of 
the catheter is thus fixed to the dura and flush with 
it. 

At the points of fixation the tube is made wider 
than the dural slit to insure against its possible 
intrusion against the brain. Additional insurance 
against such a possibility is obtained by suturing 
the tube to the trapezius muscle with catgut and to 
the skin with silk. 

Dural openings above and below the fixed mouth 
of the tube are purposely left open as a safety valve 
for the escape of cerebrospinal fluid if the tube 
should become clogged. The trapezius muscles are 
brought together only partially in order that fluid 
may collect between them if the tube should not 
take care of the drainage. A second opening in the 
side of the tube is intended to afford exit for any 
such pocket of fluid. Finally, the skin is closed 
loosely around the tube as an additional safety vent 
for any possible collection of fluid which might form 
around the tube and not be able to escape through 
the lateral aperture. 

The author reports four cases treated in this 
manner. All were accidental infections of the me- 
ninges without other complications, except that 
in two of them large intracranial operations for the 
removal of tumors preceded the infection. Three of 
these patients survived; in the one fatal case the 
streptococcus hemolyticus was isolated. 

It is emphasized that drainage alone cannot cure 
menigitis. Loyat Davis, M.D. 
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Penfield, W. G.: Meningocerebral Adhesions; A 
Histological Study of the Results of Cerebral 
Incision and Cranioplasty. Surg., Gynec. & Obst., 
1924, XXxix, 803. 


The author made a very careful experimental 
investigation of the mechanism of meningocerebral 
adhesions following various transplants. This was 
supplemented by a careful histological study of the 
process of wound healing in the brain. 

Following a simple injury to the cerebrum an 
active phagocytosis continues for a rather long 
period. Accompanying this process is a progressive 
disappearance of brain structure. Nerve cells im- 
mediately surrounding such an area may show 
chromatolytic changes as long as seven months after 
operation. Between the normal brain structure and 
the injured area a brushwork of neuroglia cells and 
occasionally a limiting layer of neuroglia fibrils are 
found. 

Deep adhesions are composed of connective tissue 
threads attached to the dura mater or its substitute 
and to the glia brushwork present at the bottom of 
the wound. Superficial adhesions result from a slight 
injury and extend some little distance over the 
surface of the brain away from the site of the lesion. 
These adhesions consist of an interlacement of 
connective tissue fibrils from the dura with the 
fibers of a superficial gliosis. 

The thickness of the new dura mater which may 
form after removal] of the old varies with the avail- 
able blood supply. Movement and foreign bodies 
play an important réle. The dura is thick after a 
decompression and thin beneath an osteoplastic flap. 

When even one of the least irritating foreign 
bodies, such as celloidin, is present on the surface of 
the brain a thick, hard connective tissue envelope 
is formed about it. The layers of this envelope form 
a bursa-like cavity which prevents direct adhesion 
to the scalp or skull. Adhesions may form between 
the brain wound and lower layer of the envelope. 

The transplantation of various tissues to the 
surface of the brain is followed by the rapid growth 
of a layer of fibroblasts above and beneath the 
transplant. Such procedures are useless if their 
purpose is to prevent adhesions because fibroblasts 
grow wherever the conditions are suitable. 

Loyar Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


Pakozdy, K.: A Method for the Early Localization 
of Extramedullary Spinal Cord Tumors (Me- 
thode zur fruehzeitigen Lokalisation der extramedul- 
laeren Rueckenmarksgeschwuelste). Acta. med. 
Scand., 1924, Ixi, 46. 


The great improvement in the end-results of sur- 
gery of spinal cord tumors and particularly of extra- 
medullary growths, during the last two decades, is 
due to improved technique and earlier and more 
exact diagnosis. For complete recovery, it is essen- 
tial that accurate localization be made sufficiently 
early so that operation may be performed before 


there has been permanent damage to the cord or 
nerve roots. 

In the localization of lesions, sensory changes from 
irritation or paralysis of sensory roots or from com- 
pression of cord segments are of the utmost impor- 
tance. The earliest symptom is often a unilateral or 
bilateral neuralgic pain or paresthesia of the radicu- 
lar type. If root pains are absent, a diagnosis of 
tumor in the dorsal segment is impossible until com- 
pression of the long sensory tracts produces so-called 
conduction hypo-anesthesia or anesthesia. When 
this occurs, there has frequently been permanent 
injury to the more sensitive motor tracts. Localiza- 
tion by means of conduction disturbances may be 
rendered difficult or erroneous if the upper border 
of sensory disturbance is indistinct or variable. The 
following observation has been made in the author’s 
clinic, and is recommended as being of value in the 
early and accurate localization of such lesions: 

Above the zone of objectively diminished sensa- 
tion is an area in which there is a mild and only 
subjective change in touch sensation. In this region, 
although no loss of sensation can be demonstrated 
by the usual methods, the patient experiences a 
different sensation from that produced by a similar 
stimulus to a normal area. The uppermost border 
of the compressed segment corresponds to the level 
at which the normal area changes to the zone of 
slightly altered sensation, provided this border 
remains constant for some time and in repeated 
examinations. 

The author reports three cases in which such a 
stable zone of slightly altered sensory perception led 
to the early localization of a tumor which was proved 
correct at operation. Leo M. Zimmerman, M.D. 


PERIPHERAL NERVES 


Delagéniere, H.: A Contribution to the Study of 
the Surgical Repair of Peripheral Nerves. 
Surg., Gynec. & Obst., 1924, Xxxix, 543. 

The author traced 375 cases of peripheral nerve 
injuries which were received during the World War. 
In this group, 113 neurolyses were done, 236 resec- 
tions and sutures, nine nerve grafts, and seventeen 
resections with immediate suture for causalgia. 

Several well-known principles in peripheral nerve 
surgery are again emphasized. The earlier the suture 
is performed the more rapid the regeneration. This 
is proved in cases of causalgia which have been 
treated by resection and immediate suture and in 
cases in which the suturing is done at the time of the 
injury. In cases of delayed suture, regeneration is 
delayed but should be complete eventually. Del- 
agéniére obtained excellent results in a case in which 
suture was performed as late as twenty-eight months 
after the injury. Regeneration has appeared to be 
much quicker when there is a complete physiological 
interruption but no separation of the ends of the 
nerve. The radial, musculocutaneous, and external 
popliteal nerves regenerate most quickly. The in- 
ternal popliteal, the ulnar, and the median regen- 








erate with greater difficulty because of the greater 
number of sensory fibers which go to make up these 
nerves and the chance of aberration of the nerve 
fibers in the new formation. 

The author has used the autoplastic nerve graft 
with only fair results. He employed portions of the 
musculocutaneous nerve of the leg. 

Loyat Davis, M.D. 


SYMPATHETIC NERVES 


Langley, J. N.: The Sensory Nerve Fibers of the 
Heart and Aorta in Relation to Surgical 
Operations for the Relief of Angina Pectoris. 
Lancet, 1924, ccvii, 955. 

Langley very aptly points out that the surgical 
operations thus far proposed for the relief of pain in 
angina pectoris are subject to grave criticisms from 
the standpoint of physiology. 

The presence of afferent fibers in a nerve can be 
determined by stimulation of the central end of the 
distal portion. Pressor or depressor fibers are shown 
by their effect on the general blood pressure. Fibers 
which have a special action in the inhibition or 
acceleration of the heart, on respiration, and on 
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other organs may be disclosed. Langley showed 
that the reflex effect obtained by Francois-Frank 
from the cervical sympathetic was due to attached 
vagus fibers. 

‘There are many slender intercommunicating 
branches between the ganglion nodosum of the vagus 
and the superior cervical sympathetic ganglion. 
If the cervical sympathetic trunk is isolated and 
these branches are cut, stimulation of the distal end 
of the cephalic segment of the sympathetic trunk 
produces no reflex effect. Not infrequently a smail 
nerve filament is given off by the vagus, usually 
from the superior laryngeal nerve, which runs with 
the cervical sympathetic. This corresponds in the 
main with the depressor nerve of the rabbit and 
causes a fall in the blood pressure. Since in the rab- 
bit the depressor nerve has been shown to send nerve 
fibers to the aorta, it has been the aim to cut the 
depressor nerve in angina pectoris. However, in the 
rabbit the depressor nerve has very few sensory 
fibers and these are inconstant. If in man the 
exact homologue of the rabbit’s depressor nerve 
was cut the section would have very little etfect 
on the pain of angina pectoris unless tae centers 
were greatly sensitized. Loya Davis, M.D. 




















SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Lee, B. J., and Tannenbaum, N. E.: Inflamma- 
tory Carcinoma of the Breast: A Report of 
Twenty-Eight Cases from the Breast Clinic of 
the Memorial Hospital, New York. Surz., 
Gynec. & Obst.,1924, xxxix, 580. 

Inflammatory carcinoma of the female breast 
presents such unusual clinical manifestations that 
it is frequently misinterpreted. The disease is rare, 
representing but 1.3 per cent of all mammary car- 
cinomata. It is fulminating and causes death in a 
short time. There are no subjective symptoms other 
than heaviness or slight burning. The increase in 
size is usually rapid and diffuse, but in some in- 
stances a rather ill-defined tumor may be mapped 
out. 

The condition usually develops in pendulous 
breasts. In one-half of the cases lactation has never 
occurred. The rate of growth is startling in its 
rapidity, the entire breast often being filled in a few 
weeks. The overlying skin is reddened and brawny. 
The redness may extend far beyond the limits of the 
normal mammary gland. Upon palpation the skin 
is hot, and frequently it is tender. Occasionally both 
breasts may be involved, either simultaneously or 
one soon after the other. The nipple retracts and 
at times is oedematous. The axillary and supra- 
clavicular nodes become involved early. 

As the disease progresses the skin becomes deep 
red and infiltrated and a distinctly raised periph- 
ery develops which suggests erysipelas. As a rule, 
fever is absent but occasionally there is an afternoon 
temperature of roo degrees F. The leucocytosis is 
mild. Late in the disease minute areas of ulcera- 
tion appear. Cachexia appears only in the terminal 
stages. Death results from systemic metastases. 
The inflammatory picture presented persists to the 
end. 

The microscopic findings vary from comedocar- 
cinoma, carcinoma simplex, mammary carcinoma 
invading dermal lymphatics, and large alveolar car- 
cinoma to scirrhous carcinoma. There is no one 
type of pathological picture. Several sections were 
studied for bacteria but no single type of patho- 
logical organism was found. 

Surgery is inefficient in this disease. The X-ray 
offers the best chance of relief. Of twenty-five 
patients who have been under observation long 
enough to be included in a report, fourteen have 
died, seven are succumbing to the disease, and 
four may be regarded as doing well. 

The average duration of the disease after ad- 
mission to the hospital is 8.3 months, while the 
average total duration is two years. 

Rapa B. Betrman, M.D. 


Pieraccini, P.: A Case of Solitary Cystic Cancer of 
the Breast (Sopra un cancro a cisti unica della 
mammella). Ann. ital. di chir., 1924, iii, 905. 

Pieraccini reports a case of epithelioma of the 
breast in a woman 58 years of age. 

The lesion was a large ovoid excavated ulcer near 
the nipple which discharged a slightly foetid secre- 
tion and was painless. The clinical picture suggested 
gumma, but syphilis was excluded. Parasitic cyst, 
tuberculosis, and actinomyosis were also ruled out. 

Biopsy showed the lesion to be an alveolar cancer 
with polymorphous epithelial cells and a fibrous 
stroma. On the basis of this finding and the clinical 
course, the diagnosis of solitary cystic cancer was 
made. This is a very rare type of epithelioma of the 
breast, only a few cases being reported in literature. 
It is very difficult to differentiate from cystadenoma. 

Amputation of the breast was followed by a good 
immediate recovery, but suppuration about the 
wound set in later and proved fatal. 

W. A. BRENNAN. 


Woolsey, G.: Late Recurrence After Radical Opera- 
tion for Carcinoma of the Breast. Ann. Surg., 
1924, Ixxx, 932. 


The author reports two cases of cancer of the 
breast in which a local recurrence developed twelve 
and eleven years respectively after the primary 
radical operation. In one case there was also a car- 
cinoma of the other breast. 

After radical operation for carcinoma of the breast, 
recurrence is the rule, rather than the exception. 
Statistics of seven German clinics have shown that 
a recurrence developed locally or in the axillary or | 
supraclavicular glands in 58 per cent of the cases. 
Twenty-two per cent of these recurrences appeared 
after the third year. In recent years the results of 
operation have been improved, but the improvement 
has not been so marked as might be expected be- 
cause more advanced cases are now being treated 
surgically. 

Mills found a six-year cure in 39.8 per cent of all 
cases and in 62.9 per cent of cases without gland in- 
vasion. Sistrunk found 36.7 per cent of all patients 
alive from five to eight years after operation, and 
64 per cent of those without involvement of the 
glands. The chief factors influencing the ultimate 
results are the duration and stage of the growth, 
the presence of lymphatic involvement, the type of 
the cancer, and the age of the patient. Of these, 
the duration of the growth is the most important. 

Loca] and regional recurrences are often per- 
sistent and virulent. Whether this lowered resis- 
tance is a general process—a diminution of cellular 
differentiation and hyalinization—or is due to a 
local weakening or absorption of the tissues encap- 
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sulating the tumor cells is not known. In Ranso- 
hofi’s opinion, recurrences result from cancer cells 
left at the first operation which have remained latent 
for a while. Rodman states that many secondary 
growths are not recurrences because their histological 
type does not correspond in every way to that of the 
primary growth. Woolsey believes, however, that if 
the secondary growth corresponds to one of the types 
of breast carcinoma, it is a recurrent growth. 

According to Judd, recurrences in the skin occur 
more frequently where a large amount of skin has 
been removed and the fascia has been saved than 
where less skin has been taken and a very free dis- 
section of the superficial and deep fascia has been 
made. This fact indicates that the superficial 
nodules develop from the lymphatics in the fascia 
and hence the deeper structures should always be 
removed. 

Judd states that in from 10 to 12 per cent of late 
cases the opposite breast is involved. Cancer rarely 
arises simultaneously in both breasts. 

According to Bionchetti, cancer may reach the 
opposite breast by metastasis in the blood or the 
lymph, by contiguity, or by permeation. Some of 
the lymphatics of one breast anastomose with those 
of the other breast. Cancer in one breast may 
pass even to the opposite axilla. It is probable that 
the use of the more penetrating and intensive X- 
rays will lessen the number of recurrences by de- 
stroying the pathological cells and replacing them 
by fibrosis with associated hyalinization. 

An X-ray examination of the chest, the spine, and 
the upper half of the femur should be made to deter- 
mine the presence or absence of internal metastases. 
If such metastases are found, they must be given 
X-ray therapy as well as the breast. 

Puairp J. Murpny, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Binney, H.: A Study of 100 Cases of Empyema 
Treated by a Closed Method. Boston M.&S. J., 


1924, Cxci, 1206. 


This article is summarized as follows: 

1. In 100 cases of acute empyema in infants, chil- 
dren, and adults, the mortality following drainage by 
a closed method was 13 per cent. 

2. The mortality in cases operated upon in the 
first and second weeks following the development of 
the effusion was 25 per cent, and in those oper- 
ated upon during the third week or later, 11.3 per 
cent. 

3. Twenty-one cases required secondary opera- 
tions. 

4. Sixty-eight patients were discharged healed 
and nineteen with a discharging sinus or a small 
granulating wound. 

5. Dakin’s fluid was used in all cases except those 
with a bronchial fistula. 

6. Four cases became chronic. These included one 
which was probably tuberculous. 

Cart R. STEINKE, M.D. 


Robertson, H. E.: ‘‘Endothelioma”’ of the Pleura. 
J. Cancer Research, 1924, viii, 317. 

The author reviews the literature and traces the 
theories regarding the origin of the so-called “endo- 
thelioma” of the pleura from the earliest reports 
down to the present time. 

Three cases found in more than 3,000 autopsies at 
the University of Minnesota and one case from the 
Mayo Clinic are reported. 

The onset of the so-called endothelioma of the 
pleura is usually insidious and the growth may be 
very extensive before the symptoms become note- 
worthy. The physical signs of dulness and impair- 
ment in transmission of the breath sounds appear 
early. Some of the cases may show deformity 
which at first is a bulging of the interspaces or the 
entire side of the thorax and later takes the form of 
retraction. 

Thoracentesis will demonstrate the presence of a 
serosanguinous or sanguinous fluid. The X-ray will 
show an opacity suggesting thickened pleura or fluid. 
Loss of weight and cachexia continue. Pressure 
signs, which may be marked, are quickly relieved 
by the aspiration of the fluid, and re-appear as 
the fluid rapidly accumulates. The clavicular and 
axillary lymph nodes become involved. The patient 
finally succumbs to pneumonia or cardiac or respira- 
tory embarrassment due to pressure. 

The pathological findings are fairly constant. The 
pleura on the affected side is definitely thickened by 
a grayish-white growth or is studded with discrete 
nodules. Occasionally the pleural space is bridged 
by bands. The pleural cavity is not obliterated, but 
is usually filled with the serosanguinous fluid men- 
tioned. Asa rule the intrathoracic lymph nodes are 
involved. The tumor is composed of dense connec- 
tive-tissue stroma with columns, islands, or strands 
of epithelial-like cells filling spaces which in every 
respect correspond to lymph channels. Usually an 
adenomatous arrangement of the cells is noted. 

Primary malignant tumors of the pleura have been 
diagnosed as endothelioma arising from the endo- 
thelium of the pleural lymph channels, endothelial 
cancer, and lymphangitis proliferans. 

In accordance with the theory that the serosal 
cells of the pleura, pericardium, and peritoneum are 
derived from the entoderm, tumors from these cells 
have been classified by some investigators as car- 
cinomata. 

The author’s experience with tumors of the pleura 
has been similar to that of other writers on the sub- 
ject but as a typical “‘endothelioma”’ of the peri- 
cardium was revealed on microscopic study to be an 
adenocarcinoma, a review of the entire question 
appeared necessary. 

This review apparently proves that only sar- 
comata are primary malignant tumors of the pleural 
tissues, and that all other growths are secondary, 
representing extensions, implantations, or metastases 
from an unrecognized or latent primary source, 
usually situated in the lungs. 

Ravpu B. Betrman, M.D 
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SURGERY OF 


HEART AND PERICARDIUM 


Cutler, E. C., Levine, S. A., and Beck, C. S.: The 
Surgical Treatment of Mitral Stenosis: Exper- 
imental and Clinical Studies. Arch. Surg., 
1924, ix, 689. 

In mitral stenosis the longer the diastolic murmur, 
other things being equal, the greater the degree of 
stenosis. In the diagnosis, a roentgenographic study 
of the heart is of great aid. Especially important is 
the finding of a prominent left auricle in the ordinary 
roentgen-ray plate. Electrocardiograms also throw 
considerable light on the condition. Of greatest im- 
portance, however, is the diastolic murmur, with 
or without a diastolic thrill at the apex. 

The cases selected for surgical intervention should 
be those in which the musculature is in fair condition. 
The condition of the ventricular musculature may 
be determined by means of electrocardiograms. 

The section of the article dealing with historical 
data covers the beginnings of cardiac surgery; the 
st turing of wounds of the heart; the beginnings of 
pulmonary surgery; the development of apparatus 
for mechanical respiration; the Brauer operation; 
Sir Lauder Brunton’s proposal; physiological meth- 
ods for producing lesions in the valves of the heart; 
and experimental surgery of the valves of the heart. 

In another section, experimental data and early 
experiments are reported. The experiments con- 
sisted of operations with the circulation closed 
(visual method); attempts to create stenosis by 
ligatures, plication, and radium; operations per- 
formed with knives without interruption of the 
circulation; and endoscopic experiments. It was 
learned that the heart can stand considerable trauma 
and recover normally. To restore proper cardiac 
contraction, the application of hot salt solution 
directly over the exposed heart, manual massage, 
and the use of epinephrin solution were found of 
great value. 

When the entire circulation to and from the heart 
was clamped off for from two to eight minutes, 
recovery of a satisfactory circulation resulted, but 
when the circulation was stopped for more than two 
or three minutes the animals died in a few hours or 
a few days in opisthotomos or marked rigidity, even 
though the heart could be made to recover promptly. 
It seemed that the cerebral centers, unlike the heart, 
could not tolerate the standstill in the circulation. 
In some of the experiments in which the circulation 
was clamped the left ventricle was successfully 
opened and the mitral valve cut under direct in- 
spection. This operation had to be given up, how- 
ever, because of the damage caused to the higher 
nervous centers. 

In other experiments an attempt was made to 
produce mechanical mitral stenosis by inserting a 
puckering stitch in the heart in the region of the 
auriculoventricular ring and by excising wedge- 
shaped portions of the musculature in this region. 
rhese experiments failed because, although there 
was insufficiency of the valve for a few weeks, the 
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valves always returned to normal. Attempts were 
made to create stenosis also by implanting radium 
emanation seeds about the base of the mitral valve. 

For the cutting of valve leaflets without clamping 
the circulation an approach to the mitral valve 
through the left ventricle proved to be successful. 
The animals recovered good health and manifested 
a mitral systolic murmur for many months. When 
finally examined, the hearts showed that the rent in 
the valve did not close up and that there was no 
tendency toward thrombus formation either at the 
site of the incision through the left ventricle or on 
the cut valves. 

The authors describe in detail the operative pro- 
cedure with the valvulotome and*report a dozen 
experimental operations performed upon animals. 
Two deaths followed the incision of the base of the 
anterior papillary muscle. The authors’ experience 
indicated that the apex of the left ventricle can be 
incised with safety provided the base of the anterior 
papillary muscle is avoided. One death of the series 
was due to haemorrhage. Improved operative 
technique has obviated this factor. Three deaths 
followed the excision of segments of the mitral valve 
which caused a regurgitation incompatible with life. 
The most frequent cause of death following operation 
was pulmonary oedema. This occurred in experi- 
ments in which the removal of large segments of the 
mitral value produced a marked regurgitation. Not 
a single postoperative death was due to infection. 

The authors discuss also their roentgen-ray 
studies of the effect of the procedures described upon 
the size of the cardiac shadow, the formation of ad- 
hesions after operations on the heart, the healing of 
wounds of the pericardium, myocardium, and 
endocardium, and the reaction of the heart to trau- 
ma. They believe that the ability of the heart to 
withstand section of the mitral valve depends largely 
on the degree of the regurgitation. If the regurgita- 
tion is marked, the heart dilates, becomes cyanotic, 
and often beats irregularly. If ventricular fibrilla- 
tion results, death follows. The tolerance of the 
heart to incision depends on the site of the incision. 
Experience indicates that the base of the anterior 
papillary muscle and the coronary vessels and their 
branches should be avoided. If important trunks 
are ligated, localized infarctions may occur. Trac- 
tion and displacement of the heart usually give rise 
to extrasystoles and a slight fall in the blood pres- 
sure. The importance of heart tamponage in cases 
of pericardial effusion is mentioned. 

In discussing the various surgical methods and 
their applicability to the treatment of mitral stenosis 
in man, the authors state that the apical portion of 
the left ventricle is the safest locus for the insertion 
of an instrument into the left side of the heart in a 
case of mitral stenosis. They believe that for the 
enlargement of a stenotic mitral orifice the use of 
the cardiovalvulotome described in this article is 
better than the other methods heretofore described. 

The technical performance of operations for the 
reduction of stenosis in chronic disease of the mitral 
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valve in man is described. During the operation, 
the pulse, respiratory rate, and blood-pressure 
levels are charted frequently. In two cases electro- 
cardiograph observations were made, but proved 
of little value. The authors have found it of great 
aid to have before them serial roentgenograms so 
that they may watch the changes in the size and 
shape of the cardiac shadow. They believe that 
before patients with mitral stenosis are subjected 
to this operative procedure they should be thor- 
oughly digitalized. To improve the circulation 
after operation they recommend the administra- 
tion of caffein. The use of epinephrin is discouraged. 
Four cases of mitral stenosis in which an attempt 
was made to relieve the obstruction are reported in 
full. The first patient is still living one year after 
the operation and apparently is in better health 
than before. The three others survived the opera- 
tion ten hours, twenty hours, and six days respec- 
tively. In one of these the condition was complicated 
by an undiagnosed adherent pericardium, which 
was a direct factor in the fatality. In the last case 
death was due to bilateral postoperative broncho- 
pneumonia. The cardiovalvulotome was used in 
only the last case. In this, it was employed to excise 
a segment from the stenosed valve, which made 
possible a greater flow of blood from the auricle to 
the ventricle. Emit C. RospitsHek, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Mosher, H. P.: Asymmetry of the Mouth of the 
(sophagus and Retropharyngeal Diverticula. 
Laryngoscope, 1924, xxxiv, 854. 

Asymmetry of the thyroid cartilage, the pyriform 
sinuses, and the mouth of the cesophagus and post- 
cricoid webs which turn one or both pyriform sinuses 
into pockets are common. The cricoid cartilage 
acts as a stopper to the mouth of the oesophagus. A 
sufficient deformity of the pyriform sinus or the 
mouth of the oesophagus throws the muscle strain 
of swallowing off center. 

A postcricoid web makes a pouch on the lateral 
wall of the pharynx at the level of the top of the 
cricoid cartilage. CEsophageal pouches may begin 
at the top of the cricoid cartilage or the bottom. 
They occur in two forms, the small pouch with a 
wide anteroposterior mouth and the larger pouch 
with a narrow mouth. The larger pouches ap- 
pear to be pedunculated and often extend into the 
thorax. 

The hernia of the cesophageal membrane does not 
necessarily occur through the weak triangle of the 
posterior cesophageal wall but may develop through 
the lower part of the inferior constrictor muscle. 
Anteroposterior X-ray plates of pouches show that 
the width of the mouth of a pouch is the width of the 
lower pharynx. This is why it is so easy to enter the 
pouch. Experimental oesophageal pouches show that 
the drag of the pouch narrows the mouth of the 
cesophagus to a slit which is closely applied to the 
posterior surface of the cricoid cartilage. The reduc- 


tion of the pouch or its ablation at once restores the 
lumen of the cesophagus to its normal size. 
James C. BRASWELL, M.D. 


De Groodt, A.: Digestion of the ©sophagus as a 
Cause of Hzematemesis (Verdauung des Oeso- 
phagus, eine Ursache von Haematemesis). Nederl. 
Tijdschr. v. Geneesk., 1924, Ixviii, 2838. 


Von Eiselsberg observed five cases of hematemesis 
following abdominal operations which the author 
believes is to be attributed to digestion of the 
oesophagus. The pathological anatomist, Teacher 
of Glasgow, found eighteen cases of digestion of the 
cesophagus during life. In two cases the dark color 
of the mucous membrane was only superficial. In 
seven, the upper half of the oesophagus was normal 
but the lower half was very hyperemic and showed 
long blackish-brown streaks and blood-tinged con- 
tents. In one of the nine other cases a perforation 
occurred in the lower part of the cesophagus which 
was necrotic; the cesophageal contents broke through 
into the pleural cavity and caused a local pleurisy 
and infiltration of the neighboring lung. The mucous 
membrane of the stomach was found entirely un- 
changed. 

That the changes in the oesophagus had occurred 
during life was indicated by the facts that the bleed- 
ing and tissue changes were found beneath the 
mucosa, the lung and pleural changes were discovered 
in the region of the perforation, and white blood 
corpuscles were revealed in the diseased lung on 
microscopic examination. Such changes are entirely 
lacking in the mucous membrane of the stomach 
encountered on the postmortem table. The hyper- 
zmia in the submucous tissue of the oesophagus 
is of a venous nature and less dependent upon the 
degree of the digestion than upon stasis of the portal 
circulation. 

The conditions essential for digestion of the 
oesophagus therefore seem to be a venous stasis and 
the entrance of gastric juice into the cesophagus. 

In several cases of hematemesis, however, a dis- 
tinct erosion of the mucous membrane of the 
cesophagus could not be found. Quick improvement 
was obtained in cases of this type by the administra- 
tion of alkaline fluids. DuNCKER (Z). 


Greene, D. C.: The Treatment of Carcinoma of 
the @sophagus by Radiation. Am. J. Roentgenol., 
1924, Xii, 471. 


At the present time the mortality of carcinoma of 
the oesophagus is practically 100 per cent, whether 
the condition is treated by radiation or surgery. In 
a considerable number of cases radiation prolongs 
life and mitigates the symptoms. 

Green reports seventeen cases. Nine of the pa- 
tients are dead and eight are at present under ob- 
servation. The longest prolongation of life was 
eighteen months. Green combines the intra- 
cesophageal application of radium with external deep 
roentgen-ray treatment. The dangers of perfora- 
tion are greatly reduced if seeds of 1-mc. strength 
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are used instead of seeds with a strength of from 3 
to 5 mc. 

Barly gastrostomy should be done to maintain 
the patient’s strength and prevent the accumulation 
above the stricture of a foul stagnating material 
which may produce an cesophagitis and cause the 
absorption of toxins and distaste for food. 

Cuartes H. Heacock, M.D. 


Hill, W.: Radium Therapy in Cancer of the soph- 
agus: The Results of Fifteen Years’ Experience. 
Brit. M. J., 1924, li, 1196. 

In the use of radium in the treatment of cancer of 
the cesophagus a careful selection of cases is nec- 
essary as radium irradiation is uncertain in its action, 
some malignant formations are much more affected 
by it than others, it is contra-indicated when the 
patient is greatly weakened, and it may set up a 
severe or even fatal toxemia. If radium is used at 
all in cases in which the growth has penetrated into 
the air passages, it must be used with great caution. 

The entire length of the stricture must be treated. 
The character, breadth, and length of the stricture 
must be determined by X-ray and endoscopic exam- 
inations. The dosage used in the treatment is of 
great importance. 

Hill has treated seventy-seven cases of malignant 
stricture of the cesophagus. The number of applica- 
tions of radium varied from one to eight. ['wo- 
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thirds of the cases had more than one application. 
In one-third, the treatment caused remarkable im- 
provement, and in another third very substantial 
improvement. In the remaining third there was only 
very slight or transitory improvement or none at all 
or the condition was worse than before the treat- 
ment. In three cases death occurred a few days 
after the irradiations. Emit C. RositsHek, M.D. 


MISCELLANEOUS 


Lyter, J.C.: The Pathways of the Mediastinum, 
the Lungs, and the Pleurz. Am. J. M. Sc., 
1924, xlviii, 882. 

In one series of experiments on guinea pigs, rab- 
bits, and sheep the author injected India ink into 
the mediastinal space, and in a second series into the 
right pleural cavity. 

It was found that in the first experiments the ink 
passed from the mediastinum into the lung sub- 
stance and the spaces beneath the parietal pleura, 
and in the second passed from the pleural cavity 
throughout the right lung, into the mediastinal 
tissues, throughout the left lung, and into the sub- 
pleural spaces of the parietal pleura. 

This migration seemed to depend more upon pul- 
monary respiration with the constant movement of 
intrapulmonary fluids than upon phagocytosis or 
lymph flow. Emit C. Ropitsuex, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Babcock, W. W.: Methods of Reconstructing the 
Defective Anterior Abdominal Wall. Atlantic M. 
J., 1924, Xxvili, 144. 

Among the causes of defects in the abdominal wall 
necessitating repair are exomphalos in the newborn; 
diastasis recti in rickety children; rupture of the 
rectus or other abdominal muscles following disease 
in obese persons; old neglected umbilical or ventral 
hernia; hernia from violent muscular action in 
healthy persons; trauma; open wounds; gunshot 
injuries; and defects resulting from abdominal 
incisions. 

Many incisional hernia could be prevented by the 
operator. Gridiron incisions rarely cause trouble. 
Incisions slightly lateral to the linea alba give a 
strong closure. The motor nerves must not be 
divided. Transverse incisions and those parallel 
with the ribs are less often followed by hernia than 
vertical or oblique incisions. Modern closure by 
layers gives good results. In cases of appendicitis the 
McBurney incision is satisfactory. 

An old abdominal scar should be excised. In 
infected wounds sutures should be used sparingly. 

Careful separation of the old wound margins after 
excision of the scar and resuturing by layers will 
often close a defect. 

In cases of large umbilical hernia of the newborn, 
the operation should be done immediately after 
birth to prevent infection. If the edges cannot be 
approximated, the defect can be closed by a thick 
pedicled skin flap from the adjacent thorax, the 
abdominal wall, or the forearm. 

The repair of the deeper layers may be deferred 
for three years or even longer. The skin edges should 
not be brought together under tension. 

In large defects the edges are often curled up. 
When these are carefully freed by dissection there 
will often be enough tissue for closure. Frequently 
the surgeon can use the hernial sac to re-inforce the 
wound by: 

1. Wide transverse overlapping of the flaps of the 
divided sac, the edges of the recti being approximated 
and sutured. 

2. Vertical overlapping of the sac opened by a 
transverse incision. 

3. Cutting the sac into wide ribbons, and inter- 
digitating and suturing them. 

4. Cutting the excised sac in strips and applying 
it as a large patch for the deeper layers. 

Good support may be obtained by means of a 
pedunculated flap of autogenous fascia lata. This 
may be perforated to facilitate drainage or vascular- 
ization, or cut into strips and sewed through. The 
most satisfactory foreign material is silver chain. 
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Lipectomy incisions should be planned for each 
case. This operation is well tolerated up to the 
fortieth year of age. Intra-abdominal tension should 
be avoided. The important supporting layer is the 
aponeurosis. 

Incarceration, strangulation, and infection often 
require immediate attention and delay the repair of 
the defect. 

In enormous herniz it may be necessary to close 
the defect by stages. 

Ethylene is the best general anesthetic. Local 
anesthesia combined with narcosis is safest. 

In most cases of defects in the abdominal wall 
some sort of repair operation is feasible. 

Marcus H. Hosart, M.D. 


O’Brien, D. P.: Omentopexy. Med. J. Australia, 
1924, ii, 574. 

Many attempts have been made to drain ascitic 
fluid into the lymphatic system of the subperitoneal 
space. To operations of this nature the term ‘‘omen- 
topexy”’ has been applied. The chief objections to 
the operative technique usually employed is that it 
leaves bands which may cause strangulation of the 
intestines and gradually become fibrous and _ lose 
their ability to drain off the fluid into the subperi- 
toneal space. Another objection to the operation is 
that the type of cases in which it is indicated is rare. 
The author reports one such case as follows: 

A man 30 years of age complained of sudden pain 
in the abdomen and several times vomited mucus 
and blood. The bowels moved freely, and blood was 
passed in the stools. When the patient was exam- 
ined he was in shock. There was no previous history 
of ulcer to suggest recent perforation. The abdomen 
was distended, rigid, and tender all over. 

At laparotomy, a nearly normal appendix was 
removed. No adhesions were found in the abdomen. 
The wound healed cleanly, but the abdomen re- 
mained distended and gradually filled with fluid. 
Within the next two months the patient was tapped 
three times at ten-day intervals, several liters of 
fluid being evacuated at each tapping. 

Ten weeks after the operation, on account of 
increasing ascites with respiratory embarrassment, a 
second laparotomy was performed. The abdomen 
was opened by an incision 10 cm. long, close to the 
left side of the umbilicus. The fluid was drained and 
sponged out. The greater omentum and the trans- 
verse colon were brought out of the abdomen and a 
vertical incision 5 in. long, beginning about 1 in. 
below the transverse colon, was made in an avascular 
portion of the omentum through the anterior layer. 
The two layers of the omentum were then separated, 
a pocket large enough to contain all of the omentum 
below the end of the incision being left. The distal 
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portion of the greater omentum was invaginated into 
the pocket. The incision in the anterior layer of the 
omentum was Closed by interrupted sutures of catgut 
and the abdomen closed. 

The wound healed by primary intention. One 
week later there was no evidence of ascites, and the 
adema of the legs had disappeared permanently. 
Three weeks later the patient resumed his work and 
he has been well to date, twelve years after the 
operation. Two years after the operation, physical 
examination revealed three large tortuous veins on 
each lateral aspect of the abdomen. 

The author suggests that in this case there might 
have been a thrombosis of the inferior vena cava. In 
support of this hypothesis were the sudden onset, 
shock, collapse, and abdominal pain associated with 
vomiting. bloody stools, and ascites. 

Joun W. Nuzum, M.D. 


GASTRO-INTESTINAL TRACT 


Ivy, A. C., McCarthy, J. E., and Orndoff, B. H.: 
The Effect on Gastric Secretion of Exposure 
of Abdominal and Thoracic Areas to the Roent- 
gen Rays. J. Am. M. Ass., 1924, Ixxxiii, 1977. 


The results of experiments on dogs with three 
different doses of X-rays are summarized _ briefly 
as follows: 

1. Exposure of the thorax of Pawlow-pouch dogs 
to the roentgen rays sufficient to cause a first-degree 
burn had no effect on gastric secretion and caused no 
symptoms. 

2. A similar dose delivered over the lower abdo- 
men caused a temporary anacidity or hyponormal 
secretion associated with anorexia. This was fol- 
lowed by a return to normal in the gastric secretion 
and the appetite with progressive loss of weight and 
cachexia. Necropsy showed chronic ulcers of the 
intestine. 

3. A human erythema dose of roentgen rays of 
short wave length delivered over the abdomen 
caused a hypernormal secretion of gastric juice 
lasting one or two days and followed by anorexia and 
hyponormal secretion, and sometimes by diarrhoea. 
On the fifth day the gastric secretion and appetite 
were again normal. In the cases of dogs not in per- 
fect condition this dose caused death in from six to 
fourteen days. 

4. Seventy-five per cent of a human erythema 
dose—the usual ‘‘unit dose” used in the therapy of 
malignant, tumors—caused mild acute symptoms of 
intoxication associated with anorexia, anacidity, and 
hyposecretion. 

5. The observations of others on the sensitiveness 
of the intestinal mucosa to roentgen rays were con- 
firmed, the intestinal mucosa being found at least 
twice as sensitive as the fundal mucosa of the 
stomach. 

6. The findings in the experiments reported do 
not warrant the use of roentgen rays for the treat- 
ment of conditions in which it is desirable to reduce 
gastric acidity. Marcus H. Hosart, M.D. 


Czepa, A.: The X-Ray Appearance of Gastric and 
Duodenal Ulcer as Controlled by the Findings 
at Operation (Das Roentgenbild des Ulcus ven- 
triculi und duodeni in der Kontrolle durch den 
Operationsbefund). Med. Klin., 1924, xx, 1068. 


The author has made 2,000 X-ray examinations of 
the stomach in the last three years. In eighty cases 
a diagnosis of ulcer of the middle portion was made 
on the basis of a gastric niche. As a rule this niche 
was on the lesser curvature, but in a few cases it was 
on the posterior wall and in two cases on the greater 
curvature. 

Twenty-nine of the series of eighty cases were 
operated upon. An ulcer agreeing with the X-ray 
diagnosis was found in twenty-six. In three cases 
palpation of the unopened stomach failed definitely 
to reveal the presence of an ulcer; it is possible 
therefore, that the niches demonstrated in these 
cases were spastic niches. In four cases operated 
upon, and in nine cases altogether, there was a 
change in the bulb near the ulcer niche which was 
explained by corresponding changes in the duodenum 
or pylorus. 

In cases of ulcer near the pylorus only indirect 
evidence enters into the X-ray diagnosis (motility, 
peristalsis, secretion layer), but the diagnosis may be 
so certainly established that in cases operated upon 
the ulcer can be demonstrated. The exact location 
of the ulcer, however, cannot be ascertained from 
its roentgenological appearance. Therefore in this 
respect a diagnosis of parapyloric, juxtapyloric, or 
prepyloric ulcer must suffice. 

Prepyloric indentations of the lesser curvature are 
not characteristic, nor are irregular filling defects on 
slight pressure or eccentric dimplings of the pyloric 
canal. 

Elongation and widening of the pyloric canal 
were observed three times. It was surprising that of 
fourteen cases with deformity of the bulb due to 
ulcer at the pylorus, the deformity extended to the 
duodenum in only three. In two cases in which the 
stomach appeared normal in the roentgenogram 
operation disclosed a pyloric ulcer. Duodenal ulcer 
may be recognized by direct signs such as changes in 
the bulb wall and the shape of the bulb revealed with 
the aid of transillumination. In thirty-five cases with 
appreciable changes the diagnosis was confirmed at 
operation. In seven cases in which ulcer and chole- 
lithiasis were considered in the diagnosis, the 
duodenum was found normal both on X-ray exam- 
ination and at operation. On the basis of the three 
cases operated upon the conclusion is drawn that the 
strikingly large bulb which was observed thirteen 
times does not justify a positive diagnosis of patho- 
logical changes. , 

In conclusion the author states that because of the 
great certainty in the X-ray diagnosis of gastric and 
duodenal ulcers, which today fails in only 5 per cent 
of the cases, this method must be recognized as the 
method of choice in the diagnosis of gastric and 
duodenal ulcers. A higher incidence of failure must 
be attributed to faulty technique. Strauss (Z). 
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Von Brunn, M.: Invagination Ileus After Gastro- 
Enterostomy (Ueber den Invaginationsileus nach 
Gastroenterostomie). Beitr. z. klin. Chir., 1924, 
Cxxxii, 106. 


The author’s discussion on invagination ileus after 
gastro-enterostomy is based on seven cases reported 
in the literature and one case of his own. In von 
Brunn’s case, that of a 31-year-old woman in the 
sixth month of pregnancy, very severe manifesta- 
tions of retrograde invagination of the ileum into the 
stomach appeared seven months after a gastro- 
enterostomy. Obviously, the anatomical changes 
which occurred during this time only approximated 
those found at operation. As the invagination began 
in the jejunum 1.5 cm. below the stomach, it must 
be assumed also that it became disinvaginated at 
times, and that the entrance of the invagination into 
the stomach with complete intestinal obstruction 
was the ultimate stage. 

In the eight cases so far observed, the invagination 
occurred after anterior gastro-enterostomy in three 
and after posterior gastro-enterostomy in five. How- 
ever, the conclusion that posterior gastro-enteros- 
tomy favors it is not warranted because the ratio of 
anterior to posterior operations performed is not 
known. Six of the eight subjects were women, and 
two of the women were in advanced pregnancy. In 
the latter the symptoms appeared about a month 
after the beginning of pregnancy. In five cases the 
gastro-enterostomy was done because of gastric or 
duodenal ulcer, and in one case each for fibroma of 
the stomach with adhesions and pyloric stenosis, 
gastroptosis with gastrectasis, and general gastric 
discomfort. The time between the operation and the 
symptoms ranged from a few days to ten years. 

Vomiting is an important sign, but some doubt 
may arise as to whether it causes the invagination or 
is the first sign of its occurrence. In the cases re- 
viewed pain was present constantly in the region of 
the stomach. A characteristic tumor was palpated 
in three cases, and in two there was intestinal 
obstruction. The correct diagnosis has not yet been 
made in a single case before operation. The simul- 
taneous occurrence of gastric hemorrhage and symp- 
toms of ileus is significant. The diagnosis may be 
made positively with the X-ray. There is absence of 
contrast material in the bowel. The singular form 
of the greater curvature is also characteristic; the 
prepyloric portion is pulled to the right and there is 
a peculiar flattening of the greater curvature. Light 
areas are seen in the stomach shadow. The pyloric 
portion appears indistinct, and the gastro-enteros- 
tomy cannot be seen. The treatment is surgical. 

Bove (Z). 


Schmidt, H.: Resections of the Stomach and 
Gastric Chemistry (Ueber Magenresektionen und 
Magenchemismus). Arch. f. klin. Chir., 1924, 
CXXX, 307. 


The author has followed up his clinical cases of the 
last four years to determine the gastric acidity after 
the different types of gastric resection. 


After transverse resection there is a decrease in the 
acid secretion, but this varies in amount. After the 
Billroth II operation or its modifications by Reichel. 
Kroenlein, Mikulicz, Hofmeister, and Finsterer, 
there is anacidity in 70 per cent of the cases and in 
the remaining 30 per cent a more or less marked 
reduction in the acidity. The result depends upon 
whether total resection of the antrum is done. Of 
twenty-one cases of total resection twenty showed 
complete anacidity. In fourteen cases of incomplete 
resection of the antrum, free hydrochloric acid was 
found in seven. The cause of the reduction in the 
acidity lies in the removal of the portion of the 
stomach which initiates the reflex. 

After the Billroth I operation complete elimination 
is assured only when the entire antrum and the 
pyloric muscle are excised. Of thirty-three cases of 
total resection of the antrum, thirty-two showed 
anacidity. With regard to one case (free hydro- 
chloric acid + 5) it is assumed, according to the 
Lorenz and Schur theories, that isolated nests of 
pyloric glands were left behind. Of seventeen cases 
in which an incomplete resection was done a test for 
free hydrochloric acid was positive in eight. In all 
cases the total acidity was lowered correspondingly. 
Of special interest were six cases in which the 
Billroth I operation was done and a second operation 
was necessary. Of five cases in which the antrum 
was not entirely removed, two showed anacidity 
before the second operation and three a free hydro- 
chloric value of 10. After total resection of the 
antrum all of the cases showed anacidity. 

These results correspond to the findings of experi- 
mental investigations. The most marked effect 
followed total resection of the antrum in the Billroth 
I procedure. Incomplete resections lowered the acid 
production but were variable in their effects. This 
was true particularly of transverse resection. 

SCHUENEMANN (Z). 


Bircher, E.: Putrid Infections of the Stomach and 
the Upper Part of the Small Intestine (Ueber 
putride Infektion des Magens und oberen Duenn- 
darms). Deutsche Ztschr. f. Chir., 1924, clxxvi, 409. 


Phlegmonous infections of the stomach and the 
upper part of the small intestine are very rare and 
usually are fatal. Of 215 cases recently collected 
from the literature, ninety-eight were fatal. 

The author had the opportunity to operate upon 
two cases of true phlegmonous gastritis. In the 
first case cholecystitis was suspected. At opera- 
tion, the pyloric third of the stomach was found dark 
red and cedematous and an ulcer was discovered at 
the pylorus. The swelling invaded the duodenum 
and gall bladder. An anterior gastro-enterostomy 
was done in the normal part of the stomach and the 
inflamed gall bladder was removed. For a few days 
after the operation a foul, purulent matter was 
evacuated. Smooth recovery then followed. _ 

The second case showed the symptoms suggesting 
acute pancreatitis or a perforated gastric ulcer. At 
operation the stomach presented a firm cedematous 
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swelling extending from the pylorus to the cardia. 
Resection of three-fourths of the stomach was done 
by the Billroth II method. Convalescence was at 
first smooth, but in the fourth week, when the 
patient was about to be discharged, he was sud- 
denly seized with abdominal pain with rigidity of 
the abdominal wall. At laparotomy the abdominal 
cavity was found filled with fresh blood. Death 
occurred two hours later. Autopsy showed the 
cause of the bleeding to be a varix of the splenic vein 
with perforation. 

The author reports also a case of abscess of the 
stomach following osteomyelitis of the tibia and two 
cases of gastritis putrida. The latter condition he 
considers a precursor of phlegmonous gastritis but 
he does not contend that phlegmonous gastritis 
always follows gastritis putrida. 

Attention is called to the fact that in none of the 
cases was the correct diagnosis made before opera- 
tion. Neither the test meal nor the X-ray examina- 
tion was of aid. Possibly the copious bilious vomit- 
ing and the presence of blood in the vomitus and the 
stools may be considered typical of the affection. 

In the treatment, early operation is indicated. 
The author’s experience proves that even patients 
with true phlegmonous gastritis can be saved by 
gastro-enterostomy or resection. Dencks (Z). 


Roeder, C. A.: An Improved Technique for Intes- 
tinal Anastomosis. Ann. Surg., 1924, Ixxx, 939. 

In the technique for intestinal anastomosis de- 
scribed by Roeder a strip of intestine 34 or 4/s in. 
wide is crushed at an angle of about 50 degrees. An 
ideal crusher is a broad sawed-off Payr clamp. A 
long narrow-bladed clamp is applied to the crushed 
area adjacent to the segment to be resected and 
another similar clamp placed closely parallel to it. 
This leaves, for a later step, fully 1% in. of crushed 
intestine proximal to the remaining clamp. To 
facilitate later steps the narrow-bladed Bainbridge 
clamps are used. 

The intestine is amputated with a cautery, and 
the clamps remaining on the segments to be united 
are brought closely together. One continuous mat- 
tress suture of fine linen is then passed through both 
segments, along the edge of the crushed tissue where 
it adjoins the normal intestine. The linen approxi- 
mating suture becomes slightly contaminated as it 
passes through the crushed intestine, but it is easily 
sterilized with a swab of pure phenol. This is the 
only step with any danger and can be safeguarded 
by simple isolation with packs and the use of phenol 
on the suture. 

The ends of the segments to be anastomosed are 
now closely approximated by the single temporary 
linen suture held taut between two forceps. The 
superfluous crushed tissue distal to the suture is 
again amputated with a cautery to within about % 
in. from the linen suture line, so that a rim of 
crushed intestine only 1% in. wide is left. This rim 
is inverted by a single layer of Lembert anastomosing 
suture of fine silk. The anastomosing suture, with 


the use of the linen approximating suture as a pivot, 
must be very accurately and uniformly passed 
entirely around the approximated segments and 
through the very edge of the uncrushed intestine. 
The author has found that if the suture is begun on 
the side opposite the approximated crushed edges, 
the procedure is greatly facilitated. 

After the anastomosis has been completed the 
temporary linen suture is cut and pulled through, 
the crushed edges being left still obstructing the 
joined segments. The surgeon’s index finger and 
thumb then invert the intestinal walls through the 
rim of the Lembert suture, opening the anastomosis, 
which will be found to have a lumen amply sufficient. 

The small intestine is frequently anastomosed 
end-to-end to the large intestine. The operation 
can be carried out in the manner described by 
increasing the length of the crushed area in the 
small intestine. Howarp A. McKnicat, M.D. 


Behrend, M., Belk, W. P., and Herrman, C. S.: 
Clinical Versus Experimental Anastomosis of 
the Hollow Viscera. J. Am. M. Ass., 1924, lxxxiii, 
1807. 


Anatomically, end-to-end anastomosis is the log- 
ical procedure, but lateral anastomosis has its field 
of usefulness. The ideal method of effecting anas- 
tomosis is the aseptic method. 

There is no difference physiologically, clinically, or 
experimentally, between the circular and the lateral 
anastomosis. 

Microscopic examination revealed no relation 
between non-absorbable sutures and ulcer formation. 
Microscopic examination showed that the best 
healing was obtained from the all-catgut sutures. In 
only one case did the chromic catgut remain sixteen 
weeks after an experiment in which linen and catgut 
were used. 

The widest stoma is obtained with an all-inter- 
rupted suture. There is little difference in the size of 
the stoma when a lockstitch is used occasionally in 
an all-continuous suture. SAMUEL Kaun, M.D. 


Rankin, F. W.: Lymphosarcoma of the Small In- 
testines. Ann. Surg., 1924, xxx, 704. 


Lymphosarcoma is found as frequently in the 
small bowel as any form of malignancy and shows a 
marked predilection for the ileum. 

Lymphosarcoma of the small intestine is rarely 
diagnosed prior to operation and is most frequently 
recognized first at the autopsy table. In some cases 
it may cause a sudden attack of abdominal symp- 
toms suggesting acute appendicitis, but more com- 
monly symptoms such as anemia, weakness, and 
cachexia predominate. As ulceration of the bowel 
is rare in the beginning of the disease, X-ray exam- 
ination is of little aid in the early diagnosis. Stenosis 
of the bowel does not occur until glandular involve- 
ment from the outside causes partial intestinal ob- 
struction. Dilatation of the bowel about the growth 
causes an intermittent obstruction. Intussusception 
was found in one of the cases operated upon. 
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The condition is most common in early youth or 
young adult life. It occurs with equal frequency in 
both sexes. The prognosis is always unfavorable. 
Rapid recurrence usually develops, regardless of the 
type of treatment. 

Lymphosarcoma begins in the lymph follicles and 
gradually extends into the mucosa and other coats 
of the bowel. This extension seldom causes per- 
foration. The invasion of the mucosa by the tumor 
causes paralysis and distention rather than stenosis. 
The original lymph glands are infected early and 
grow rapidly, frequently attaining the size of wal- 
nuts. 

Treatment is usually unsatisfactory. In early 
cases surgery offers the best chance of cure. When 
the process is extensive, a side-tracking operation 
or radium therapy is indicated. Unless the diagnosis 
can be made earlier, the end-results will continue to 
be poor. It has been suggested that with more im- 
proved technique such cases can be discovered 
earlier with the X-ray. 

The author reports in detail two cases operated 
upon by him, one under the diagnosis of suppurative 
appendicitis with abscess formation, and the other 
under the diagnosis of tumor of the cecum. 

Cyrit J. Grasper, M.D. 


MacCarty, W. C.: Excised Duodenal Ulcers. J. 
Am. M. Ass., 1924, Ixxxiii, 1894. 


From a study of 425 duodenal ulcers and ninety- 
seven localized inflammatory duodenal areas ex- 
cised at operation the following conclusions are 
drawn: 

Chronic gastric and duodenal ulcers are not in- 
frequently multiple. 

Chronic gastric ulcers are larger (1 to 40 mm. in 
diameter) than duodenal ulcers (1 to 25 mm. in 
diameter); they have deeper craters (1 to 20 mm., 
and 1 to 5 mm.). 

All coats of the organic wall may be excavated in 
both gastric and duodenal ulcers, and both types 
may have their bases adherent to some neighboring 
organ. 

There is less scar tissue in duodenal ulcers than 
gastric ulcers. 

Duodenal ulcers found at autopsy are shallow, 
having wide craters with sharp, thin edges. Those 
excised during life resemble gastric ulcers more 
closely in shape, but are much smaller. 

The mucosa of the borders of gastric ulcers is 
usually hypertrophic and hangs over the crater; 
that of duodenal ulcers is approximately of the same 
thickness as normal duodenal mucosa and does not 
project over the crater. 

Postmortem changes are absent in excised ulcers. 

Duodenal ulcers are usually in the anterior wall, 
and gastric ulcers are usually in the lesser curvature 
or the posterior wall. 

Duodenal ulcers are in the first 5 cm. of the organ. 
They may occur at the papilla of Vater, causing 
partial constriction of the common duct and sec- 
ondary cirrhosis of the liver. 


No carcinomatous duodenal ulcers were found. 

During the period in which this series of ulcers 
was collected there were also excised three car. 
cinomata, two adenomata, one hemangioma, one 
adenomatous polyp, one diverticulum, one myoma, 
and ninety-seven specimens diagnosed as duodenitis. 
In this duodenitis are found cellular destruction, 
congestion, oedema and migration of leucocytes, 
lymphocytes, and endothelial leucocytes. It is the 
localized congestion and stippling of the serosa of 
this condition which leads the surgeon to excision, 
because experience has shown that small round or 
elongated ulcers are frequently found. 


Szemzoe, G.: A Case of Peptic Ulcer of the Jejunum 
in Which a Second Laparotomy Was Performed 
Twenty-Three Years After Gastro-Enteros- 
tomy (Ein 23 Jahre nach Gastroenteroanastomose 
relaparotomierter Fall von Ulcus pepticum jejuni). 
Klin. Wehnschr., 1924, iii, 1227. 

In the case reported the symptoms of ulcer ap- 
peared seven years after a simple gastro-enterostomy 
performed for cicatricial stenosis of the pylorus. 
After six weeks they disappeared again for five 
years. Thereafter the painless intervais became 
gradually shorter. In the two years just previous to 
the patient’s second entrance into the hospital the 
pain had been almost continuous. 

The second operation, performed twenty-three 
years after the first, revealed a callous, perforating 
peptic ulcer of the jejunum adherent to the anterior 
abdominal wall. The operation consisted in exci- 
sion, closure of the gastro-enterostomy, and a Finney 
gastroduodenostomy. 

Peptic ulcer of the jejunum shows the same 
periodicity as ulcer of the stomach and duodenum: 
that is, it also becomes latent. Therefore the con- 
clusion seems warranted that not every jejunal 
ulcer should be operated upon immediately as a 
routine procedure. 

The case reported shows also that final judgment 
of the results of an operation for ulcer is possible 
only after a very long period of time. Stan. (Z). 
Loehr, W.: The Clinical Aspect and Pathology of 

Meckel’s Diverticulum and Other Obstructive 
Malformations of the Incompletely Obliterated 
Omphalomesenteric Duct (Zur Klinik und 
Pathologie des Meckelschen Divertikels und son- 
stiger Hemmungsmissbildungen des unvollstaendig 
obliterierten Ductus omphalomesentericus). )rut- 
sche Ztschr. f. Chir., 1924, clxxxvi, 156. 


The author reviews the literature on Meckel’s 
diverticulum. Of eighteen cases seen by him in the 
Kiel Clinic, two are reported in detail. The first was 
a case of ileus due to the incarceration of two 
ascarides in a very muscular diverticulum. The 
portions of the small intestine that adjoined the base 
of the diverticulum were involved in the spasm, and 
following an increase in the peristalsis of the next 
higher segments there was beginning invagination 
Invagination has occurred in two of the author's 
cases. 
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The second case reported was a case of necrotic 
enterocystoma located on the mesentery and the 
wall of the abdominal cavity, the twisted stalk of 
which exerted traction in a curved line up and 
through the mesentery toward a lower loop of the 
ileum WASSERTRUEDINGER (Z). 


Small, A. B.: Developmental Errors in Fixation of 
the Ascending Colon, Reporting 190 Colo- 
pexies. South. M.J., 1924, xvii, 853. 


After discussing at length the embryological 
development of the intestines, the author attributes 
many symptoms and disorders to a faulty develop- 
ment of the ascending colon. His observations and 
operative procedure are based on a series of 190 
cases. In seventy-nine of these a previous laparot- 
omy had been done for chronic appendicitis. Small’s 
operation is performed as follows: 

The ascending colon is exposed through a right 
rectus incision. The muscular layer of the bowel is 
then punctured by six or eight silk or linen sutures 
on half-curved intestinal needles which are intro- 
duced an inch apart on a line about /% in. lateral or 
posterior to the lateral longitudinal muscular band, 


the last suture ending just below the hepatic flexure ~ 


of the colon. The peritoneal membrane is then in- 
cised following the suture line and the assistant lifts 
the bowel medially, exerting enough traction to keep 
the longitudinal muscle bands on a straight line. If 
the retroperitoneal fascia has been drawn away 
from the psoas muscle and the kidney is prolapsed, 
the fossa is opened and the incised fascia line is 
sutured to the psoas muscle tendon or the psoas 
muscle itself. The natural floor for the bowel is 
then rubbed with gauze to cause the formation of 
adhesions, into the outer margin of which sutures 
are placed, beginning at the upper angle. Thus all 
raw surfaces are peritonized. 

All of the 190 patients recovered from the imme- 
diate effects of the operation. Small estimates the 
improvement in symptoms at from 30 to 50 per cent. 
Three patients had secondary operations performed 
for adhesions. 

It is believed that in selected cases colopexy in- 
creases the anatomical and physiological efficiency 
of the entire alimentary canal. 

Joun W. Nuzum, M.D. 


Hirschman, L. J., Lockhart-Mummery, Beach, W. 
M., and Others: Discussion of Prolapse of the 
Rectum. Proc. Roy. Soc. Med., Lond., 1924, xvii, 
Sect. Surg., 78. 


HikSCHMAN described his operation in which he 
shortens the mesentery of the sigmoid through an 
abdominal incision. He claims that the results of 
this procedure are very satisfactory. 

LoCKHART-MUMMERY admitted the difficulty of 
treating this complaint and described his own 
operation. 

SEACH stated that the theory that prolapse is a 
hernia is tenable, and discussed the physics and 
anatomy of the condition. The treatment should be 


directed toward the correction of the ptosis. In 
extreme cases surgery is indicated. In Beach’s cases 
of potential or partial prolapse the patient is inverted, 
a 50 per cent solution of magnesium sulphate is 
injected through the proctoscope daily for four or 
five days, and a binder is applied. As a rule the 
condition is relieved by this treatment. A good 
adjuvant is the application of % gr. of extract of 
belladonna three times daily. 

MILEs gave an outline of the pathology of prolapse 
of the rectum and described the first, second, and 
third degrees of the condition. The first two stages 
are easily corrected by a variety of operations, but, 
the third, in which the peritoneum is included in the 
prolapse, is exceedingly difficult to correct and 
Miles doubts whether Hirschman’s operation would 
be successful in its treatment. 

JACKSON said that Hirschman’s operation is valu- 
able but should be supplemented by the Mosch- 
cowitz operation. As the result of his experience he 
believes that the operation of first choice for major 
types of rectal prolapse in adults is cul-de-sac clo- 
sure supplemented, if necessary, by amputation and 
perhaps some plastic work on the elements of the 
pelvic floor. In children with prolapse due to re- 
laxation and atrophy of the sphincters the condi- 
tion may sometimes be cured by having the child 
defecate in the reclining instead of the sitting 
posture. If this is not successful, Jackson buries a 
fine bronze wire around the anus. This is often left 
in place for weeks or months. The annular cicatrix 
remaining is a decided reinforcement to the sphinc- 
ters. Crayton F. ANpRews, M.D. 


Anderson, H. G., Dukes, C., Edwards, S., and 
Others: Discussion on the Treatment of 
Hemorrhoids by Injection. Proc. Roy. Soc. 
Med., Lond., 1924, xvii, Sect. Surg., 75. 

ANDERSON traced the history of the injection 
treatment of hemorrhoids. Among the many solu- 
tions which have been employed for such injections 
are solutions of phenol, quinine and urea, and per- 
chloride of iron. With a special needle, Anderson 
injects a 10 per cent solution of phenol containing 
glycerine. This treatment is applicable only to 

uncomplicated internal hemorrhoids. In about 15 

per cent of the cases the condition recurred but 

could be cured by a repetition of the injection. 

DukKEs discussed the changes induced by injec- 
tions of phenol. These changes were studied micro- 
scopically in ten cases, in each of which one hemor- 
rhoid was injected in the usual way and with a con 
trol hemorrhoid not injected was removed for study 
after from one to twenty-one days. 

After one day the vessels were found dilated and 
engorged with blood. The surrounding tissues, 


which were cedematous, contained a large amount of 
extravasated blood and were infiltrated by poly 
morphonuclear leucocytes. No signs of thrombosis 
were seen. The chief feature at this stage was the 
close packing of the oedematous tissue with poly- 
morphonuclear leucocytes. 
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The appearance of the hemorrhoid that was 
removed after two days indicated that it had not 
been reached by the injection. 

The three-day specimen did not show any note- 
worthy changes in the vessels themselves, but the 
tissues were still oedematous and contained extra- 
vasated blood, masses of polymorphonuclear leuco- 
cytes, some lymphocytes, and a very large number 
of mononuclear cells. The characteristic feature was 
the abundance of mononuclear macrophages. There 
was no evidence in the specimen of thrombosis of 
the vessels. 

After four days the appearance was much the 
same, but the leucocyte infiltration was less and the 
macrophages were relatively more numerous. There 
was clear evidence of proliferation of fibroblasts. No 
signs of thrombosis were detected. 

After five days beginning thrombosis was found. 
The polymorphonuclear leucocyte infiltration of the 
surrounding tissue had almost disappeared, but 
large mononuclears and young connective-tissue 
cells were plentiful. 

The hemorrhoids removed at the end of six and 
twelve days after the injection showed very little 
change as compared with the controls. 

In the hemorrhoids removed after seven, four- 
teen, and twenty-one days thrombosis was found in 
each case, but apart from some increase in the 
fibrous tissue and the budding of new capillaries, no 
significant change was noted. 

Phenol, being a very powerful irritant to the 
tissues, initiates an aseptic inflammation character- 
ized by dilatation of the vessels, emigration of leuco- 
cytes, and transudation of lymph. The alien liquid 
therefore becomes diluted and removed, the inflam- 
mation then quickly subsiding. The changes repre- 
sent an effort of the tissues to repair an injury. The 
curative effects are not the result of any specific 
action of the chemical substance. The introduction 
of the needle into the hemorrhoid causes damage to 
many blood vessels, and in these vessels thrombosis 
is likely tooccur. In addition to this the injury 
inflicted by the phenol on the delicate lining cells 
of the capillaries also contributes to intravascular 
clotting. 

The inflammatory changes of the first three days 
do not play an important part in the cure of the 
hemorrhoid. Any beneficial effect from the injection 
must be ascribed to subsequent secondary changes, 
in particular the intravascular clotting and the 
subsequent fibrosis. 

ZOBEL said that he uses the injection method in 
the cases of patients who cannot spare the time for 
operation, and that nearly all are relieved. If a 
recurrence develops, the patient is then usually 
willing to undergo an operation. 

DALTON injects from 2 to 5 minims of a 5 per cent 
solution of quinine-urea into the body of the pile in 
the median line from two to four times at intervals 
of ten days. The method is used only in cases in 
which the condition is one of uncomplicated in- 
ternal piles. 


PERRIN stated that with the use of ro per cent 
carbolic acid he obtains an absolute cure in 50 per 
cent of the cases and a practical cure in 30 per cent. 
The method is applicable to uncomplicated piles of 
small size. 

JeLKs and SAPHIR opposed the injection treat- 
ment, reporting cases with very poor results which 
had come to them after such treatment. 

Norbury stated that he had seen complicated 
fistula in cases in which the piles were partly external 
and partly internal. 

ANDERSON reported that poor results are usually 
due to the use of too strong a solution. Phenol 
should be used in ro per cent solution. 

CLayTon F. ANDREws, M.D 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Drury, D. R.: Studies on the Total Bile. VII. 
Conditions Influencing the Calcium Content 
of the Bile. J. Exper. Med., 1924, xl, 797. 


The author has made a day-to-day study of the 
calcium content of the total liver bile of dogs intubat- 
ed under sterile conditions. The concentration of 
this element in the bile is fairly constant under 
physiological conditions which do not involve wide 
fluctuations in the secretory output. It follows that, 
in general, the calcium yield for each twenty-four- 
hour period varies directly with the amount of the 
bile. However, when this amount becomes great- 
ly lessened, as the result of fasting, the concen- 
tration of calcium becomes markedly increased. 
though not sufficiently to compensate for the 
lessened volume. 

When the amount of bile rises much above the 
average after the ingestion of food in quantity, the 
calcium content, unlike that of the pigment, does 
not become correspondingly diminished, but tends 
to remain the same. Hence when large amounts of 
bile are put out, relatively great amounts of cal- 
cium are also put out. This is not because of the 
increased ingestion of the element, for neither feed- 
ings with bone meal nor the administration of large 
quantities of calcium salts intravenously or by mouth 
has any effect in altering the biliary output of 
calcium. 

Instead of secreting calcium into the bile, as some 
have supposed, the normal gall bladder acts to re- 
move this element from the secretion and removes 
the carbon dioxide as well. 

Like the mucous secretions elsewhere in the body. 
the “white bile,” which is a specific secretion of the 
bile ducts, contains little calcium. The concentra- 
tion is only slightly greater than that in the blood 
plasma, and contrasts markedly with the high con- 
centration to be noted in the true bile of the fasting 
animal. Evidently the greater portion of the bile 
calcium must be secreted, not by the duct walls, 
but by the liver itself. 

These findings have an evident bearing on the 
problem of cholelithiasis. Morris H. Kaan, M.D 





Se 


~~ wi oo 


es ae 





cent 


) per 
ent. 
2s of 


reat- 
hich 


ated 
rnal 


ally 
enol 


VII. 
ent 


the 
at- 


der 
ide 
at, 
ur- 
the 
at- 
en- 


ed, 


he 
he 
eS 


ids 


al- 
he 
d- 
ge 
th 
of 





SURGERY OF THE ABDOMEN 301 


Rodriguez, M. C.: Hydatid Cysts of the Liver 
Opening into the Biliary Passages (Contribucion 
al estudio de los quistes hidatidicos de higado abiertos 
en las vias biliares). Semana méd., 1924, xxxi, 774. 


The author reports two cases in which hydatid 
cysts opening into the biliary passages produced a 
syndrome resembling that of gall stones. Vinas has 
called this condition “hydatid cholecystitis.” 

Both cases came to operation. Simple drainage of 
the cysts gave excellent results. 

Drainage of the biliary passages should be reserved 
for cases in which simple drainage of the cysts is not 
followed by improvement. 

The diagnosis should not be difficult. In the 
presence of an acute crisis of high abdominal pain 
referable to the biliary passages the diagnosis of 
hydatid cholecystitis is indicated by the presence of 
a tumor, daughter cysts in the feces, eosinophilia, 
the intradermal cystic reaction of Ghedini and the 
X-ray demonstration of enlargement of the liver 
confined largely to one lobe. 

WILiiAM R. MEEKER, M.D. 


Townsend, R. S.: Hepatosis (or Tropical Abscess 
of the Liver): An Examination into the Diag- 
nosis and Treatment of This Disease in India, 
with Especial Reference to the Use of Emetine. 
J. Roy. Army M. Corps., Lond., 1924, xliii, 401. 

Dobell recently called attention to the fact that 
ameebic abscess of the liver is a hepatosis of the liver, 
not a true abscess. The infective organism is the 
entamoeba hystolytica which causes ulceration of the 
mucous membrane of the intestine. In all probability 
the liver is infected by way of the portal vein. At 
autopsy on patients dying from dysentery, many 
small localized abscesses are frequently found in the 
liver, the liver in such cases apparently having been 
able to combat the bacterial invasion and render 
the organisms inert. The growth of the abscess is 
brought about by a necrosis which may cause almost 
complete destruction of the liver substance. 

A leucocytosis is practically always present. An 
increasing leucocyte count accompanied by anaemia 
is a cardinal sign for operation. 

The author distinguishes three types of the dis- 
ease. In Type 1 there is an obvious liver swelling 
usually in the right hypochondrium. In Type 2 the 
liver is enlarged and shows signs of swelling over the 
tight lobe. This swelling may be manifested by mere 
bulging of the intercostal spaces or by signs of 
pleurisy, depending on the direction in which the 
abscess is pointing. In Type 3 there is remittent 
fever without marked enlargement of the liver but 
with signs of inflammation. This type is always 
acute. 

A typical case is that of a patient between 25 and 
45 years of age who has resided in a tropical country 
and has suffered from dysentery. Tenderness is 
noted over the liver and is more marked in some 
areas than in others. The patient is emaciated and 
complains of shoulder pain. Signs of gastric irrita- 
ion are also noted. The patient has a peculiar sallow 


appearance and is mentally depressed and torpid. 
His temperature is irregular. He lies on his back 
with his chest raised and his lower limbs flexed. 
There may or may not be a swelling in the right hypo- 
chondrium or a bulging of the intercostal spaces. 

In the diagnosis the X-ray is of little aid. One 
factor of importance is that frequently during the 
presuppurative stage there is fixation of the dia- 
phragm with increased respiratory movements and 
no thoracic lesion. 

The treatment is both medical and surgical. 
Emetine is the drug of greatest value as it kills the 
amcebe. If amoebic dysentery is properly treated, 
liver abscess may be prevented. Emetine is given 
hypodermically in doses up to 1 gr. 

The surgical treatment consists in: (1) exploratory 
puncture by the transpleural or abdominal route, 
(2) exploratory puncture followed by aspiration and 
the injection of quinine or emetine, and (3) explora- 
tory puncture followed by transpleural or abdominal 
drainage. 

To establish drainage it is usually necessary to 
resect a rib as the abscess may be difficult to find. 
After a thorough evacuation of the abscess cavity, 
the author injects 1 gr. of emetine in tenth-normal 
salt solution. It is always advisable to use an 
anesthetic as puncture of the liver is very painful. 

If the abscess is pointing below the costal margin 
or if the tender point is in the left epigastric region 
and not accessible by the transpleural route, it is 
advisable to establish abdominal drainage. In the 
author’s opinion this is preferable to an exploratory 
abdominal liver puncture. Harotp M. Camp, M.D. 


Gundermann, W.: A Clinical Study of Cholecys- 
titis and Cholangeitis (Beitrag zur Klinik der 
Cholecystitis und Cholangitis). Matt. a. d. Grenzgeb. 
d. Med. u. Chir., 1924, xxxvii, 581. 


In four cases in which a piece of the edge of the 
liver was excised during an operation for gastric 
ulcer, staphylococci were found in the liver tissue. 
This proves that the bacteria can remain viable in 
the liver for a long time without producing any 
clinically demonstrable symptoms of hepatic disease. 
In none of the cases was there any sign of cholecys- 
titis or cholangeitis. 

The author concludes that if it is possible to dem- 
onstrate the presence of bacteria in the liver in 
adults who do not suffer with biliary symptoms, it is 
justifiable to assume that, although the typical 
picture of cholecystitis is absent, any disturbances 
noted are due to the prodromal stage of that condi- 
tion. When bacteria are found in the liver in cases 
with typical symptoms, there must be some rela- 
tionship between the two. 

According to the author’s investigations, the 
staphylococcus infections are the most common in 
cholecystitis at any age. The picture of a staphy- 
lococcus infection running its course as a chronic 
cholecystitis may begin even in early childhood. 
It is probable that so-called umbilical colics are 
attacks of cholecystitis due to staphylococci. 
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In the second decade of life staphylococcus 
cholecystitis is more common. It is next most com- 
mon between the fortieth and fiftieth years of life. 
Females are affected more frequently than males. 
The invasion of staphylococci is favored by acute 
general infections and all local affections. As the 
reaction depends upon the state of the sympathetic 
nervous system, the constitution plays an important 
part. 

Frequently also the so-called catarrhal icterus is 
nothing else than a staphylococcus infection. In 
many cases the gall-bladder involvement begins 
during the school age. The history given includes 
measles, influenza, and anginas. Characteristic of 
staphylococcus cholecystitis are its chronic course 
and the fact that it usually does not begin with sup- 
puration. This is not characteristic of staph- 
ylococcus infections in general. 

In the earlier years, catarrhal cholecystitis without 
calculus is frequently found. Marked changes in 
the wall of the gall bladder are strikingly rare. An 
empyema has not yet been observed, but it may be 
assumed that cases of hydrops are preceded by 
empyema. As the common and hepatic ducts are 
usually not dilated, the icterus must often be due to 
causes that lie above. Generally it must be assumed 
that cholangeitis is responsible. 

Recurrences are not very rare. They usually 
develop in cases of the so-called strawberry gall 
bladder which frequently is associated with colic 
and almost always demands operation. They are 
always staphylococcus infections. 

After the fortieth year of life calculi are often 
found in these infections. Asa rule the symptoms in 
such cases date back many years. 

In spite of all complications, the course of staph- 
ylococcus cholecystitis is relatively favorable, even 
beyond the fortieth year of age. The stones may 
consist of cholesterin or of bilirubin-calcium. After 
the thirtieth year of age the cholesterin stones are 
the more common. 

In these cases pancreatitis is rare after the fortieth 
year of life. Recurrences develop more frequently 
after operation for catarrhalstaphylococcus cholecys- 
titis than after the removal of gall bladders con- 
taining stones. In general, the prognosis of staph- 
ylococcus cholecystitis is favorable. Kocu (Z). 


Carman, R. D., and Counseller, V. S.: The Roent- 
genological Diagnosis of Cholecystic Disease 
with the Aid of the Sodium Salt of Tetra- 
bromphenolphthalein. Am. J. Roentgenol., 1924, 
xii, 403. 

The administration of sodium tetrabromphenol- 
phthalein was found to be inadvisable when ob- 
struction of the biliary passages was known to be 
present. The method was found to be unsuitable 
also for patients with any type of cardio-vascular 
disease, particularly those with arteriosclerosis and 
chronic cardiac disease. 

The typical severe reaction was one of vasomotor 
shock, beginning usually within five to ten minutes 


after the injection of the dye. There was usually 
a rise in the blood pressure followed in from three to 
five minutes by a sharp fall. Gradually, during the 
next fifteen to twenty minutes the pressure returned 
to its previous level. Because of the numerous re- 
actions, the standard dose of 5.5 gm. was reduced to 
4.5 gm. Even with this dose there were occasionally 
moderate reactions. There were also delayed reac- 
tions developing four to five hours after the injec- 
tion. Tissue taken from the liver at operation and 
examined microscopically revealed no changes at- 
tributable to the dye. 

In the normal response, the gall bladder will retain 
sufficient dye to cast a shadow at the fourth or fifth 
hour after the injection. This shadow attains its 
greatest intensity some time between the eighth and 
twenty-fourth hours, becomes progressively fainter 
thereafter, and should disappear between the twenty- 
fourth and forty-eighth hours. The shadow is oval 
or pyriform with an even contour, and should be 
homogeneous. It is larger at earlier than at suc- 
ceeding hours. 

Abnormal responses include failure of the gall 
bladder to fill with the dye, scanty filling, delayed 
filling, marked delay of emptying, deformity of 
contour, unvarying size of the shadow, constant 
extremes of size, and mottling or central filling 
defects. 

Of 178 patients examined by the Graham method, 
thirty-nine were operated upon. Roentgenograms 
were made at five, eight, and twenty-four hours 
after the administration of the dye. Occasionally 
films were made at fifteen, thirty-two and forty- 
eight hours, but were rarely significant. 

The gall bladder failed to fill with the dye in 
nineteen of twenty-five cases of gall stones, and in 
only two cases could the findings be construed as 
negative. In the remaining six cases, dye entered 
the gall bladder, but two had a mottled shadow; one 
showed dense shadows of stones within that of the 
gall bladder and the other was faintly visible at the 
eighth hour only. 

Of fourteen cases without stones, the gall bladder 
failed to fill with the dye in eight. In three cases 
abnormalities of filling were noted, and in the re- 
maining three no abnormalities of filling were 
observed. 

The method is founded on a logical basis and 
promises a high degree of diagnostic efficiency. 
In its present stage of development, however, the 
test requires an elaborate technique and occasionally 
causes the patient discomfort. 


Hesse, E.: Early Operation in Acute Cholecystitis, 
and Remarks on Closure of the Abdominal 
Cavity by Suture Following Cholecystectomy 
and Choledochotomy (Die Fruehoperation der 
akuten Cholecystitis und Beitraege zum Naht- 
verschluss der Bauchhoehle nach Cholecystectomue 
und Choledochotomie). Verhandl. d. Russ. Chir. 
Kongr., Petrograd, 1924. 


The question of early operation in acute chole- 
cystitis is still unsettled. Recently, however. the 
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number of those advocating early operation has 
increased. During the past five years the author has 
operated upon forty-eight cases of cholelithiasis, 
twenty-one of which were chronic and twenty-seven 
acute. Of the latter, seventeen were operated upon 
before the fourth day and ten between the fourth 
and the twenty-third day. There were seven deaths, 
a mortality of 14.5 per cent. Three of the deaths 
occurred in chronic cases and four in acute cases. 
One of those in the latter group should not be 
included as it was due to septic abortion. The 
mortality was therefore 14.3 per cent in the chronic 
cases and 11 per cent in the acute cases. One patient 
with an acute blocking of the choledochus died 
following rupture of the laparotomy wound. One 
case of purulent peritonitis and one of abscess of the 
liver were hopeless before operation. 

Cholecystectomy was performed in every case, 
and in eight a choledochotomy was done. In 
twenty-five cases in which the abdominal cavity was 
closed completely there were no fatalities and no 
untoward results. In addition, six cases of ideal 
choledochotomy had an uneventful course following 
complete closure by suture. 

Favoring early operation in acute cholecystitis are: 
(1) fewer changes in the gall bladder and the biliary 
passages, (2) greater ease of operation, (3) fewer 
changes in the heart, lungs, kidneys, liver, and 
abdominal digestive organs, (4) absence of the 
danger of peritonitis, (5) quicker convalescence, (6) 
absence of the danger of the development of a 
carcinoma in the inflamed gall bladder, and (7) 
greater possibility for complete suturing of the 
abdominal cavity. 

Arguments advanced against early operation are 
the following: 

1. Early operation has a high mortality. This 
argument was advanced by Hotz but he included in 
his figures the grave complications of late cases. 

2. The first attack may not be repeated; therefore 
if early operation were done in every instance a 
certain number of unnecessary operations would be 
performed. 

3. The first diagnosis may be incorrect. This 
possibility must be acknowledged, but in all of the 
author’s cases in which such an error was made 
operative interference was necessary. 

Hesse advocates the adoption of primary suture of 
the abdominal wall following cholecystectomy. The 
literature reports 471 cases with closure by suture. 
There were seven deaths, a mortality of 1.5 per cent, 
but these were not caused by the suturing; and there 
were four untoward results caused by the suturing 
(0.8 per cent). 

In favor of complete closure by suture are: (1) an 
earlier return to work, (2) fewer postoperative 
adhesions, and (3) a milder postoperative course. 
Against suturing are: (1) slipping off of the cysticus 
ligature, (2) subsequent oozing of bile from the liver, 
and (3) postoperative hemorrhage. Careful suturing 
will prevent all of these complications. The author 
inserts a tampon in cases of icterus, cases in which it 


is difficult to stop the bleeding, those in which it is 
impossible completely to peritonize the stump of the 
cystic duct, cases of infection of the biliary passages, 
and cases of purulent peritonitis. In cases of 
empyema of the gall bladder and following the 
extraction of calculi from the choledochus he closes 
the abdominal wall completely. In the latter there 
is always a dilatation of the papilla of Vater. Com- 
plete closure is contra-indicated following chole- 
dochotomy when the walls of the choledochus are 
friable and following severe and traumatizing extrac- 
tions of calculi. The most important consideration is 
exact suturing of the hepatoduodenal ligament. Only 
when this is done will primary complete closure of 
the abdominal wall give the best results. 
Hess (Z). 


Robinson, E. M.: Surgical Reconstruction of the 
Biliary Passages. South. M. & S., 1924, Ixxxvi, 
516. 


In common-duct obstruction, unless it is only 
temporary, Robinson performs (given in the order 
of preference) cholecystojejunostomy, cholecysto- 
duodenostomy, cholecystopylorostomy, cholecysto- 
gastrostomy, or cholecysto-ileostomy. 

He reports several cases. Old persons operated 
upon under local anesthesia stand the operation 
better than he expected. He frequently uses a 
Murphy button in the anastomosis. The importance 
of giving the patient his own bile in cases of long- 
standing drainage is emphasized. 

Oscar S. Proctor, M.D. 


Jordan, H. E.: The Significance of the Spleen in 
the Light of Embryological, Evolutionary, 
and Experimental Data. Virginia M. Month., 
1924, li, 537. 

From a study of the embryo of the pig the author 
comes to the following conclusions: 

The embryology of the spleen reveals that the 
essential function of this organ is originally erythro- 
cytopoietic; that the red cells develop from lym- 
phocyte-like cells derived from the mesenchyme; and 
that red-cell formation is associated with an open 
system of sinusoidal blood vessels. However, the 
blood-forming function of the spleen is transient. 
Prior to the 5-mm. stage (about thirty days), blood 
is formed in a similar manner from the mesenchyme 
of the yolk sac, body wall, liver, and kidney, and 
possibly, in small part also, from the endothelium 
of the liver capillaries. Subsequent to the fifth 
month of human development the spleen gradually 
loses its blood-forming function, the process being 
surrendered to the red bone marrow, until at birth 
the spleen is practically a mass of lymphoid tissue 
in which lymphocytopoiesis and the later stages in 
the process of elimination of senile red cells pre- 
dominate. 

In short, the postnatal spleen is essentially an 
embryonic remnant, notwithstanding its relatively 
large size. Moreover, since red bone marrow occurs 
toward the end of the second month, splenic 
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hemopoiesis is apparently never functionally im- 
portant in mammals. This fact suggests that the 
spleen is to be interpreted fundamentally as an 
evolutionary rather than an embryonic remnant. 

From a study of the racial history of the spleen 
the following conclusions are drawn: 

The spleen represents a segregation of intestinal 
and mesenteric lymphocytes in the region of the 
stomach. These lymphocytes function as hemo- 
blasts in the differentiation of red blood cells. Up 
to, and including, amphibia, the spleen represents a 
combination of both lymphoid and myeloid tissues, 
with a corresponding dual function. Beginning with 
reptiles, this dual structure and function are sur- 
rendered to, and divided between, the lymph nodes 
and red marrow. In mammals the spleen itself per- 
sists as a phylogenetic remnant without essential 
function. Evolutionary data confirm the embryo- 
logical evidence indicating a primary erythrocyto- 
poietic function for the spleen. A few exceptions to 
these conclusions are also discussed. 

In extirpation experiments the author found that 
even in frogs, in which the spleen is practically the 
sole organ of hemopoiesis, it is not always essential 
to life since its function may be taken up by vascular- 
ized areas of connective tissue, mesonephros, fat 
bodies, or red marrow. 


The conclusion is reached that in all but the vers 
low vertebrates the plasma is no longer able effec- 
tively to carry the increasing amount of carbon diox. 
ide resulting from the increasing metabolic activity 
of the tissues. The presence of chemically un- 
attached carbon dioxide in the plasma supplied the 
stimulus under which the circulating lymphocytes 
elaborated hemoglobin to bind and transport the 
carbon dioxide, and as the reverse aspect of the 
same functional process, to bind and transport the 
oxygen. With this evolution of the erythroblasts 
proceeded the evolution of the respiratory organs. 

At the evolutionary stage represented by fish, 
the spleen became a more favorable site for red-cell 
differentiation than the mesonephros because of the 
increased function of the kidney. In the next 
evolutionary level, represented by the anuran 
amphibia, the spleen is the sole hemocytopoietic 
organ. However, ly mphocytopoiesis is beginning to 
be shifted to primitive lymph nodes, and erythro- 
cytopoiesis, for a brief period after hibernation, to 
the red bone marrow. In birds and mammals this 
shift has become complete, the spleen persisting as 
an ancestral remnant. The vascular marrow of the 
bones with its mesenchymal stroma and sinusoidal 
circulation offered an ideal jlocus for the differen- 
tiation of lymphocytes. Joun A. WotrFer, M.D. 
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Stoeckel, W.: The Operative Treatment of Dis- 
placements of the Uterus and Vagina (Beitrag 
zur operativen Behandlung der Lageveraenderung 
von Uterus und Scheide). Zentralbl. f. Gynaek., 1924, 
xl viii, 1409. 

This article is based on 1,997 cases of malposition 
of the uterus which were operated upon at the 
University Gynecological Clinic of Leipzig in the 
period from 1910 to 1920. The Alexander-Adams 
operation was done in 363 cases. In the author’s 
opinion, uncomplicated mobile retroflexion of the 
uterus cannot be considered negligible and must be 
treated when it is found to be the cause of the 
symptoms of which complaint is made. It is advis- 
able to replace the uterus twenty-four hours before 
the operative interference and to introduce a pessary. 
If the uterus is still maintained in its normal position 
on the day of the operation, the Alexander-Adams 
procedure will probably be successful. 

In the author’s technique the peritoneal fold 
usually remains unopened and the inguinal canal is 
net split. The nerve is always resected. 

Cf the patients whose cases are reviewed 9.5 per 
cent showed recurrences when they were subse- 
quently examined, but most of the operations were 
done by young surgeons without a very exact 
technique. One fatality was due to severe hemor- 
rhage from the rupture of a varix of a small branch 
of the hypogastric vein outside of the field of 
operation. 

In the treatment of fixed retroflexion of the uterus 
all of the conservative methods were exhausted 
before operation was decided upon. At the present 
time the rapidity of sedimentation of the erythro- 
cytes is considered a criterion; sedimentation to 18 
mm. must require longer than an hour. Recently the 
method of choice has been the Baldy-Franke pro- 
cedure. To date, this method has not been fol- 
lowed by recurrence and has given a very good 
functional result. 

Ventrofixation was followed by recurrence in 6.6 
per cent of the cases. 

With regard to the vaginal plastic, Stoeckel lays 
great emphasis on the technique of suturing. Broad, 
well-nourished, and entirely intact tissue surfaces 
should be approximated quickly and without tension 
by interrupted sutures. Hemostasis should be 
obtained, not by numerous ligations of blood vessels, 
but by properly applied sutures. 

In cases of simple descent of the anterior vaginal 
wall the bladder requires no special attention. In 
prolapse with cystocele, however, it should be freed 
and sutured back into place by one or two purse- 
string sutures. 


In colpoperineoplasty the isolated suture of the 
levator muscle is omitted. In the anterior vaginal 
wall the freshening of the wound edges is made oval, 
and in the posterior wall a triangular flap is always 
formed. 

Subsequent examination of patients subjected to 
a plastic operation revealed a recurrence in 5.5 per 
cent. When the descent was associated with dis- 
placement of the uterus, the vaginal plastic oper- 
ation was combined with an Alexander-Adams oper- 
ation. Of the cases of complete prolapse treated in 
this way, 87.5 per cent had a recurrence, but of those 
with only slight or moderate prolapse a recurrence 
developed in only 2.8 per cent. 

Vaginal fixation of the uterus has been practically 
abandoned. The Schauta-Wertheim interposition 
operation is favored as it provides more favorable 
conditions for the relief of the prolapse than vaginal 
fixation. It is indicated, however, only when a true 
cystocele requires attention. In the interposition 
procedure it is incorrect always to amputate the 
portio, but in some cases this is exceedingly impor- 
tant for the success of the operation. Only after the 
interposition has been completed should the surgeon 
decide whether amputation should be done. In every 
case an examination of the uterine mucosa is nec- 
essary to avoid overlooking a carcinoma of the body 
of the uterus. Careful asepsis and hemostasis are 
essential. Hzmorrhage into the peritoneal cavity 
may be prevented by carefully suturing the peri- 
toneal fold to the posterior surface of the uterus. In 
doubtful cases the introduction of a strip of gauze 
through the lower angle of the wound is advisable. 
Tubal sterilization is effected by dividing the tubes 
at a distance of 4 cm. from the uterus, suturing them 
to the anterior wall, and ligating the proximal 
stumps. In the cases treated in this manner a 
recurrence developed in only 3.7 per cent. 

In the cases of old women with total prolapse and 
complete inversion of the vagina Stoeckel prefers 
vaginal hysterectomy. The following precautions 
must be observed: 

1. The remaining vagina must be narrow and, 
most important of all, sufficiently long. 

2. The vagina must be narrowed throughout its 
entire extent. 

3. The newly formed vaginal vault must be well 
fixed. 

4. The colpoperineoplasty must be sufficiently 
extensive. 

Stoeckel found a recurrence in only 2.3 per cent of 
173 cases in which these requirements were met. 

In twenty-two cases in which fixation to the 
promontory was done no recurrence was observed. 
One of the dangers of this method is ileus. Possibly 
this may be avoided by completely closing or widely 
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opening the so-called “ileus pocket”—the pocket 
formed by the attachment of the body of the uterus 
to the lumbar portion of the spinal column. Closure 
is accomplished by fixing the entire uterus and then 
suturing the divided peritoneum over it in such a 
manner that the uterus is retroperitoneal. Or the 
uterus which has been fixed to the promontory may 
be brought into a forced position of anteflexion by a 
new vesicofixation of the fundus. 

It is still undecided whether fixation to the prom- 
ontory is suitable for the treatment of complete 
prolapse in young women as its effects on subsequent 
labors have not been observed. The author has been 
unable to determine from his own cases whether the 
portio is pushed away from its site of fixation so that 
bands are formed which may cause ileus later. Such 
observations will form the basis of final judgment 
regarding the value of fixation to the promontory. 

LIEGNER (G). 


Salomon, R.: Leucorrheea and Its Treatment: 
New Biological Methods (Der vaginale Fluor und 
seine Therapie: Neue biologische Methoden). Klin. 
Wchunschr., 1924, iii, 1324. 

For the proper treatment of leucorrhoea a careful 
search for the cause is necessary. Investigations at 
the author’s clinic have shown that the vaginal 
secretion is increased in pulmonary tuberculosis, 
diseases of the heart, chlorosis, and anemia. The 
leucorrhoea usually ceases when the basic condition 
is relieved. 

The fundamental principle of the treatment of 
simple leucorrhoea should be the destruction of the 
injurious bacteria and forced cultivation of bacteria 
favoring a normal vaginal secretion. The habit of 
taking a daily vaginal douche is detrimental. As a 
result of such irrigations the biological conditions in 
the vagina are changed, the reaction is altered, the 
normal vaginal bacteria are destroyed, and the 
physiological defense of the organism is weakened. 
Irrigations with disinfectants, such as hydrogen 
peroxide, corrosive sublimate, and chloride of zinc, 
have the same effect. 

The ideal treatment for leucorrhoea consists in 
maintaining a weakly acid reaction in the vagina 
and a favorable culture medium for the vaginal 
bacilli. Up to the present time this has been accom- 
plished within a short time with 0.5 per cent lactic 
acid (Zweifel). Similar favorable results have been 
obtained with Loeser’s bacillosan. The author 
recommends the use of douches of unboiled milk 
that has stood for a few hours. Such milk contains 
a pure culture of lactic acid bacilli which are closely 
related to the vaginal bacilli. The author has ob- 
tained quick cures from this treatment. Kocn (G). 


Babes, A.: The Etiology of. Hyperplasia of the 
Uterine Mucosa (Zur Aetiologie der uterinen 
Schleimhauthyperplasie). Arch. J. Gynack., 1924, 
cxxii, 448. 

This article is based on the material obtained by 
curettage of 500 hyperplastic mucous membranes at 


the Goettingen Clinic. The ages of the subjects 
ranged from 15 to 65 years. Forty per cent were 
between 45 and 50 years, 29.8 per cent between 40 
and 45 years, 11.2 per cent between 50 and 55 vears, 
9.6 per cent between 35 and 40 years, and 4.4 per 
cent between 30 and 35 years. The majority were 
therefore near the menopause. 

The hyperplasia seldom persists very long after 
the climacterium. It was found from six to twelve 
months after the last regular period in 8 per cent of 
the cases, after from one to two years in 4 per cent, 
and later in only 2.5 per cent. 

To determine whether there was any etiological 
connection between the hyperplasia and the condi- 
tion of the ovaries, the author studied twenty cases 


in which total extirpation had been done because of 


carcinoma of the cervix, myomata, or ovarian 
tumors. In sixteen of these, ovarian cysts of various 
sizes were found in one or both ovaries. In eight 
there were bilateral cysts. In only three of the six- 
teen cases were recent corpora lutea found. In two 
of the four cases in which no cyst was discovered one 
ovary was shrunken. In one case the other ovary 
had been replaced by a fibroma the size of a fist, and 
in the other by a sarcoma the size of a fist. In the 
third case without a cyst, one ovary contained a 
corpus luteum and the other several atretic follicles. 
In the fourth case one ovary contained a small 
fibroma and a cylindromatous folliculoma; the other 
was not examined. The frequency of theca and 
follicular cysts with granulosa was about equal. 

In fourteen of the twenty cases there was sclerosis 
of the ovarian cortex, in which, in addition to the 
connective-tissue infiltration, there was thickening 
of the blood vessel walls; even to complete obliter- 
ation. In fourteen cases neither primary nor young 
follicles were visible. In five other cases primary 
follicles with degenerated ova were found. Only one 
case presented preserved primary and young 
follicles. 

Further studies of the twenty specimens dealt 
with the microscopic findings, the form of the glands, 
the condition of the epithelium, the degree of pene- 
tration of the glands into the muscularis, and the 
presence of fibrous tissue and lymphatic cysts in the 
stroma of the mucous membrane. Babes differen- 
tiates five types of glands in the hyperplastic mucous 
membrane: (1) the serpentine; (2) the irregular with 
pouchings or diverticula; (3) the large, regular, and 
round; (4) the branching; and (5) the cystic. He 
emphasizes that the serpentine form may be difler- 
entiated from the premenstrual physiological form 
by the irregularity in the size, shape, and secretory 
condition of the epithelium. 

The different forms are not sharply distinguished 
as they blend into one another. The most frequent 
are the large, regular, round glands and the irregular 
glands with pouchings and diverticula. The serpen- 
tine type of glands were found in fourteen of twenty 
cases and the cystically dilated in twelve. The 
branching irregular forms were seen in six cases. In 
six cases only one or two forms were present. In 
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three of these there were branched or irregular forms 
with entire absence of the serpentine type and only 
a few of the cystically dilated glands. Twice the 
cystic glands predominated, and once the almost 
normal type of glands. The last type may be desig- 
nated as “simple hyperplasia” as contrasted with 
hyperplasia with mixed types of glands or with 
branched or cystically dilated glands. 

The epithelium of the hyperplastic mucous mem- 
brane is usually no longer normal. The cells are high 
and narrow and have thin, irregularly formed nuclei 
which take up almost their entire width. No secre- 
tory changes are noted. The glands rarely penetrate 
into the musculature, and then only slightly. The 
frequency of collagenous fibers in the stroma varies, 
as does the frequency of lymphocytic infiltration. 

A relation of the various forms of hyperplasia to 
the ovarian findings is manifested chiefly by the fact 
that in one of the cases studied in which there was a 
simultaneous tumor of the ovary, cystic glands were 
found in one and the branched forms in the other. 
In twelve of the twenty cases a follicular anomaly 
was undoubtedly a factor in the origin of the hyper- 
plasia. On the other hand there is no single cause 
for the different cases of hyperplasia. In regard to 
the cases with gland types differing widely from the 
normal the question arises as to whether these are 
not cases of adenoma formation. Further study is 
necessary to determine whether the definite tendency 
toward cyst formation in certain cases is due to a 
difference in the epithelium or connective tissue or is 
to be explained by longer duration of the disease. 

Fiescu (G). 


Polak, J. O.: Fibroid Tumors: Their Development 
and How They Produce Symptoms: Their 
Effect on Pregnancy and Labor: Treatment. 
Virginia M. Month., 1924, li, 461. 


It has been stated that the fibroid tumor is the 
most common form of uterine neoplasm, as it occurs 
in 40 per cent of women reaching the age of 50 years. 
Few of these tumors produce symptoms, but all 
should be watched. Fibroids prebably have their 
origin in congenital rests in and about the blood 
vessels within the uterine muscles. The symptoms 
include menorrhagia with its secondary effects, 
anemia, an increase in the pulse rate, palpitation, 
dyspnoea, hemic murmurs, etc.; leucorrhoea; dys- 
menorrhoea; sterility; and abortion. Pressure ef- 
fects are evidenced by frequency of urination, dysu- 
ria, difficulty in defecation, hemorrhoids, unilateral 
sciatic pain, oedema, or varicosities. 

Examination reveals a tumor connected with the 
uterus or within it and usually enlarging it asym- 
metrically. The tumor is inseparable from the 
uterus. It is smooth, hard, nodular, sharply defined, 
and usually insensitive. In two-thirds of all cases 
of myoma there is a uterine bruit. As a confirmatory 
sign the outline of the tumor may be demonstrated 
by means of pneumoperitoneum and fluoroscopy. 

All fibroids are subject to pathological change, 
especially red degeneration, cystic change, infection, 


‘found. 


and necrosis. Ultimately some of them may become 
malignant. 

In many cases no treatment is required. When the 
tumor is confined within the uterus, radium may be 
used for the control of hemorrhage provided the 
growth is no larger than a three months’ pregnancy. 
Contra-indications to the use of radium besides large 
size of the tumor are rapid growth of the neoplasm 
which suggests progressive changes; tumors pro- 
ducing pressure symptoms; tumors associated with 
pelvic pain; tumors with adnexal pathology; tumors 
associated with cachexia; tumors in young women; 
fear of radium treatment on the part of the patient; 
and, multiple submucous tumors distorting the 
uterine cavity. In all such cases a myomectomy or 
hysterectomy must be performed. 

Harry W. Fink, M.D. 


Puccioni, L.: Uteroparietal Fistulze (Fistole utero- 
parietali). Riv. ital. de ginec., 1924, iii, 107. 

The author reports two cases of uteroparietal 
fistula following caesarean section. 

The first case was that of a 27-year-old para-vi. 
Operation had been performed for a supposed 
ovarian cyst, but a five months’ pregnancy was 
For some reason a cesarean section was 
done. The abdominal wound did not heal and con- 
tinued discharging for a period of two years. The 
patient then came to the author’s clinic, where 
the diagnosis of abdomino-uterine fistula was made. 
In the fistulous region there was an extensive intes- 
tinal hernia. 

The second case was that of a 32-year-old para-vi 
who had had four abortions and two pregnancies 
coming to term, the last of which was terminated by 
cesarean section. In this case also a fistulous tract 
appeared in the abdominal scar soon after the 
cesarean section. This tract ordinarily drained pus, 
but at the menstrual periods blood issued from it 
freely. 

Examination two years after the caesarean section 
showed the sigmoid colon perforated in its median 
portion. The perforated uterine fundus was in com- 
munication with the sigmoid and the exterior by 
fistulz. 

Both women made a good recovery. 

The causes of uteroparietal fistula consecutive to 
cesarean section must be looked for in faulty asepsis 
during the operation, secondary infection, and faulty 
operative technique. The classical cesarean section, 
particularly cesarean section on the anterior wall of 
the uterus, especially predisposes to the formation 
of a uteroparietal fistula. 

The prognosis of uteroparietal fistula is usually 
good, but there is danger of generalization of the 
infective process from rupture of the fistulous tract 
with evacuation of pus into the peritoneal cavity or 
by diffusion through the blood stream. 

While spontaneous recovery may be favored by 
the occurrence of a new pregnancy when the fistula 
is in the evolutionary stage, there is grave danger of 
uterine rupture in the second pregnancy. 
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The best treatment consists in the removal of the 
abdominal scar and the fistulous tract (including the 
origin of this tract) by means of cuneihysterectomy 
or subtotal hysterectomy according to the extent of 
the lesion. This operation must be followed by per- 
fect reconstruction of the abdominal wall. 

W. A. BRENNAN. 


Kahn, W.: Peritoneal Fissures of the Uterus 
(Fissura uteri peritonealis). Dissertation: Frank- 
fort, 1924. 

The author reviews the three cases of peritoneal 
fissure of the uterus observed at the Frankfort Clinic 
and those reported in the literature. In this condition 
there is great danger of severe internal hemorrhage 
and the absence of characteristic symptoms makes 
the diagnosis difficult. 

Ferner believed that there is an etiological rela- 
tionship between peritoneal fissure of the uterus and 
premature separation of the normally implanted 
placenta as the two conditions are frequently 
associated. Therefore in every case of premature 
separation of the placenta the possibility of peri- 
toneal fissure should be borne in mind. 

The treatment consists in rapid emptying of the 
uterus. This should be done by abdominal cesarean 
section because this procedure facilitates examina- 
tion of the uterus and any further surgical treatment 
that may be necessary, such as amputation of the 
uterus, tamponade, and drainage of the abdominal 
cavity. Kaun (G). 


Steinhardt, B.: A Clinical and Statistical Report 
on Sarcoma of the Uterus (Kin Beitrag zur 
Klinik und Statistik der Gebaermuttersarkome). 
Wien. klin. Wehnschr., 1924, xxxvii, 844. 

In order to investigate the frequency with which 
myomata degenerate into sarcomata the author made 
a thorough investigation of the cases seen at the 
Kermauner Clinic in the period from 1908 to 1923. 
In 1,363 cases operated upon, sarcoma was found in 
thirty-eight (2.78 per cent). Raab found sarcoma 
in 0.3 per cent of thirty-two cases, Bereiter found it 
in 0.8 per cent of 716 cases, Warnekos found it in 10 
per cent of seventy-seven cases, and Frankl found it 
in 20.5 per cent of 1,876 cases. In eight of Frankl’s 
cases the condition was complicated by pregnancy 
or carcinoma of the body of the uterus. Steinhardt 
discovered an associated carcinoma of the body of 
the uterus in only one case. 

The thirty-eight cases of sarcoma found by Stein- 
hardt equaled 1.84 per cent of the total number of 
cases of myoma in the clinic, including those not 
operated upon. In five cases the tumor arose from 
the mucous membrane, and in thirty-one cases from 
the uterine wall. In two cases its origin was doubtful. 
It is certain that of the thirty-one cases of sarcoma 
arising from the uterine wall the growth began in 
twenty as a myoma. ‘There were four cases of 


sarcoma of the cervix. In seventeen cases it is certain 
that the site of origin was in an interstitial tumor. 
In four cases the interstitial tumor had extended 


beneath the mucous membrane. In five, the develop- 
ment was submucous. Only once was the growth 
subserous. 

The tumor consisted chiefly of muscle cells jn 
fourteen cases, of spindle-cells in nine, of round or 
polymorphonuclear cells in eight, and entirely of 
muscle cells in two. In one of these cases the diag- 
nosis was based on excessive nuclear division, and in 
another on the presence of tumor thrombi in the 
veins. 

Fifteen of the thirty-eight women with sarcoma 
were in the fifth decade of life, eight in the sixth 
decade, six in the seventh, five in the fourth, three 
in the third, and one in the eighth. Fourteen were 
nullipare, sixteen had borne from one to four chil- 
dren, and eight had borne from five to ten children. 
Primary sarcoma seems to be more rare in nullipare 
(three of eleven) than myosarcoma (eight of eighteen). 

No characteristic syndrome can be established for 
sarcoma. In none of the thirty-eight cases was the 
diagnosis of sarcoma recorded. The diagnosis of 
carcinoma of the body of the uterus was made five 
times, that of malignant ovarian tumor three times, 
that of malignant tumor of the abdomen twice, that 
of ectopic pregnancy once, and that of myoma in the 
rest of the cases. 

In seven of the ten cases of submucous tumor the 
growth was friable. In one such case the diagnosis 
was made possible by the fact that fourteen days 
after the expulsion of a large necrotic tumor a tumor 
of similar size appeared. In another case rapid 
recurrence following curettage led to the correct 
diagnosis. 

In cases of interstitial tumors the diagnosis is more 
difficult. As far as cachexia is concerned the symp- 
toms are the same as in carcinoma, but the cachexia 
appears too late. Protracted bleeding and pain are 
just as little characteristic. Occasionally metastases 
may give the clue. 

The same facts hold true for the subserous sar- 
comata. Even curettage may be misleading, as in a 
case reported. In fact, in one of the thirty-eight 
cases the nature of the growth was not recognized 
even after microscopic examination subsequent to 
operation, and was discovered only at autopsy. The 
chief cause of death was metastasis to the lungs. 

The prognosis is unfavorable. Only eighteen of 
the thirty-eight patients were operable. Of these, 
eight (44 per cent) died in from seven to fourteen 
months. 

According to Gessner, metastasis takes place 
chiefly by way of the blood stream. In the small 
portion of the material that came to microscopic 
section metastases were found chiefly in the ovarian 
and retroperitoneal lymph nodes. In one case 4 
tracheotomy was necessary because of metastasis 
into the trachea and larynx. In addition, perforation 
had occurred into the bladder and rectum. The 
tumor perforated into the rectum also in another 
case. The rarity of this occurrence in sarcoma 1s 
dependent upon the relative infrequency of sarcoma 
of the cervix. 
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The recent and well-known treatment by irradia- 
tion advocated by Seitz and Wintz did not give any 
result in the four cases at the Kermauner Clinic 
which were inoperable at the time of their admit- 
tance. Of the women operated upon, ten are still 
free from recurrence, eight more than six years, and 
two, one and four years respectively since the oper- 
ation. Twenty-four had recurrences and five cannot 
be traced. Most of the recurrences developed in the 
first year, but there were a few which developed late. 
In one case the recurrence appeared after five years. 

The prognosis is less favorable in primary sarcoma 
than in myosarcoma. One case of particular interest 
was that of a patient who remained free from recur- 
rence for more than five years even though at the 
time of operation a thrombosed blood vessel could 
not be extirpated completely. Among those with a 
permanent cure are four in which the tumor was 
encapsulated in the myoma or confined to the uterus 
with sharply defined margins. In four other cases 
perforation into vessels was found even though the 
serosa remained intact. Once the tumor recurred 
immediately after the removal of a necrotic sub- 
mucous growth, and signs of cachexia (oedema of the 
legs, etc.) supervened quickly. In another case the 
parametrium was infiltrated in such a manner that 
the shelling out of the uterus was very difficult. 

Total extirpation of the uterus by the vaginal 
route gives better results than its removal by way of 
the abdomen only because the former method is used 
for cases that are not very far advanced. The large 
number of recurrences is explained by the fact that 
operation was performed too late. Improvement in 
the results depends on early diagnosis and treatment. 

Fiescu (G). 


Kuhn, R.: Irradiation or Operation for Carcinoma 
of the Uterus? (Bestrahlung oder Operation des 
Gebaermutterkrebses?) Ziéschr. f. aerztl. Fortbild., 
1924, Xxi, 387. 


From a series of statistical reports it appears that 
certain clinics treat operable carcinoma by operation 
followed by irradiation while others use only irradia- 
tion in all cases. A conclusion to be drawn from 
this fact is that the limits of operability are narrower 
the greater the facilities afforded by the available 
roentgen-ray institutes. The statistics are still too 
few, however, to make possible any positive conclu- 
sion regarding the value of the different methods. 

ZEITZSCHMANN (G). 


Bumm, E.: Virulence Tests and Operative Mor- 
tality (Virulenzprobe und Operationsmortalitaet). 
Zentralbl. f. Gynaek., 1924, xlviii, 1994. 

_The mortality of the radical operation for car- 

cinoma of the cervix has been about 10 per cent. 

Most of the deaths were due to streptococcus peri- 

tonitis. Virulence tests made during the last year 

by the Ruge-Philipp method in operatively and non- 
operatively treated cases of carcinoma revealed in 

20 per cent the presence of virulent organisms which 

grew in the patient’s blood. In operable cases the 


incidence of virulent bacteria was about 10 per 
cent, while in the gangrenous cases it was 30 per 
cent. The difference of 10 per cent accounted for 
the operative mortality. 

Of seventy-two patients operated upon, four 
showed virulent streptococci; three of these died 
and one developed abscesses. Of sixty-eight with 
avirulent streptococci, only one died. 

The same facts apply to radium treatment. 
Peritonitis is apt to develop also in cases in which 
cesarean section is done if virulent streptococci are 
present. 

Bumm burns out the cancerous ulcers before 
operation, disinfects with alcohol, and introduces a 
tampon wet with nitric acid. However, in cases of 
virulent bacteria this is not sufficient since such 
bacteria invade the lymph vessels and glands. 
Attempts to increase the organic resistance were 
without avail. Therefore Bumm now determines 
the virulence of the bacteria present in every case of 
carcinoma, and does not operate when he finds viru- 
lent streptococci. In such cases he uses radium very 
carefully and avoids cutting, scraping, and burning. 

Persons who have had influenza may harbor the 
streptococci for weeks and may infect their sur- 
roundings and even the surgeon’s hands. Because 
of this fact Bumm has returned to the use of rubber 
gloves. Freunp (G). 


EXTERNAL GENITALIA 


Pemberton, F. A.: Acquired Atresia of the Vagina 
and Cervix. Am. J. Obst. & Gynec., 1924, viii, 605. 

Of twelve cases of vaginal atresia occurring in 
the premenopause age and due to an inflammatory 
process, ten were those of women who had not borne 
children. Four of these women were unmarried. In 
most of the cases the process consisted of a constric- 
tion of part or all of the vaginal wall in about 
the middle third due to a dense scar formation run- 
ning around rather than along the wall. In only two 
cases was the constriction complete, and in these 
there was drainage at intervals of months. 

One cause of vaginal atresia may be injudicious 
cauterization of the canal. Caustic douches may 
also play a part. Sulphonaphthol used in too strong 
solution has caused severe burns which might lead 
to the condition. One of the author’s cases was that 
of a woman of 29 years who had a ring of condy- 
lomata around the introitus of the vagina and around 
the urethral meatus. 

The chief complaint in atresia resulting from in- 
flammatory strictures is dyspareunia. 

Common causes of atresia in the premenopause 
stage are plastic operations on the vagina for lacer- 
ations. Eight of the cases reviewed were due to such 
procedures. The main symptom is dyspareunia. 
The treatment is enlargement of the opening. 

Seven of the cases reviewed seemed to be the 
direct result of childbirth injuries. In four there 
were extensive scars which caused partial atresia 
and were themselves tender. In three the cervix was 
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adherent to the vaginal wall. In one of these the 
anterior lip of the cervix was adherent to the poste- 
rior vaginal wall near the introitus. 

In two cases the partial atresia was at the introitus 
and was due to atrophy during the artificial meno- 
pause following hysterectomy. In a third case a 
plastic operation had been done at the same time 
as a hysterectomy. 

There were twelve cases in which the condition 
apparently followed senile vaginitis. In most of them 
the atresia was higher up than in the premenopause 
inflammatory cases, being just below and around the 
cervix. In four cases it was complete, while in one 
the opening was only % cm. in diameter. In the 
other seven there were adhesions around the cervix, 
between the cervix and vaginal walls, and constric- 
tion of the upper part of the vagina. An important 
point was that in three of these cases an adeno- 
carcinoma of the fundus of the uterus was found. As 
the chief sign of vaginitis or atresia is a bloody dis- 
charge, a curettage for a complete examination 
should be done when either of the two conditions is 
discovered. 

The inflammatory atresias of the vagina occurring 
after the menopause are more often complete than 
those occurring before the menopause because in the 
cases of the older women the vagina is of a smaller 
caliber and coitus is less frequent. In the author’s 
experience the lesion does not extend as deep into 
the tissues after the menopause. It is more of an 
adhesion between two surfaces, which can be sep- 
arated with comparative ease. 

In nine cases there was a tight, partially obstruct- 
ing perineum. In all of these a plastic operation for 
lacerations had been done before the menopause. 
The chief cause of the atresia seemed to be the 
atrophy of the menopause added to the repair 
operation. In four cases there was an associated 
senile vaginitis. One of the contributing causes of 
this vaginitis is a perineum so tight that it prevents 
free drainage of the normal vaginal secretion. Under 
such circumstances the secretion collects, decom- 
poses, irritates, and macerates the vaginal epithelium 
and favors infection. 

The author found eighteen cases of partial or 
complete atresia of the cervix. As the condition 
occurred before the menopause in only five, it is 
evident that the atrophic contraction of the cervix 
occurring at the menopause plays almost the chief 
part in the etiology. 

The treatment of vaginal atresia consists in 
general in the excision of the inflammatory or scar 
tissue, accurate closure of the wound, if possible, to 
prevent sepsis and more scar formation, and main- 
tenance of the caliber of the organ. 

In the inflammatory atresias of the premenopause 
type there is usually a fairly definitely circumscribed 
area which can be excised. When this has been done 
the tube can be dilated manually. In most of the 
cases the vaginal lining can be sutured over the 
wound. In the others the wound must be kept clean 
and the dilatation maintained by suitable means to 


allow it to heal with minimal sepsis and contraction 
or, if the defect is large and near the introitus, it may 
be covered by skin flaps turned in from the labia or 
buttocks. In all cases douches are necessary for 
clean healing. If it seems necessary to use measures 
to maintain the dilatation the author inserts a glass 
plug of suitable size. The patient is kept in the 
hospital for about three weeks, wearing the plug 
most of the time. She is instructed to wear it at 
night after she leaves the hospital for from four to 
six weeks longer. This treatment is very satisfactory. 
The treatment of postmenopause atresia due to 
senile vaginitis is somewhat different. It consists in 
breaking up the adhesions, dilating the cervix, 
enlarging the introitus to make it funnel shaped, and 
introducing gauze packing to keep the surfaces apart 
until they are healed. These patients may need 
office treatment for several weeks after they leave 
the hospital. To maintain free drainage any redun- 
dant folds in the vaginal lining should be excised. 
This usually takes the form of a cystocele operation. 
Care must be taken not to excise too much of the 
lining. Epwarp L. CorneLt, M.D. 


MISCELLANEOUS 


Gellhorn, G.: Milk Injections in Gynecology and 
Obstetrics. Am. J. Obst. & Gynec., 1924, viii, 535. 


In treating gynecological and obstetrical cases 
with milk infections, the author usually gives an 
initial dose of 5 c.cm. of ordinary milk but occa- 
sionally the quantity is less if the patient is very 
weak, the fever very high, or any of the special 
conditions to be mentioned later among the contra- 
indications demand caution. The standard dose, 10 
c.cm., is reached with the second or third injec- 
tion and then maintained throughout the course of 
the treatment. The interval between injections is 
usually from three to five days, according to the 
intensity of the reaction; in the cases of indolent 
patients it is occasionally reduced to two days. 

In mild cases, one or two injections will often 
suffice; in others a greater number is required. 
The average number in the author’s cases was about 
six. In puerperal infections, von Jaschke continues 
the treatment until the fever has definitely dis- 
appeared. Kleeblatt attempts to determine the 
question of dosage and interval by repeated blood 
studies, but in general practice the intensity of the 
reaction and the patient’s resistance will be sufli- 
cient guides. The number of protein injections must 
be limited or they may produce “protein cachexia.” 
Excessive or protracted stimulation must itsell 
eventually lead to fatigue and exhaustion of the 
cells. To date, this condition has been observed 
only in animal experimentation. 

In the author’s cases the general reaction occurred, 
as a rule, in from six to eight hours after the treat- 
ment. The fever following the chill was usually ol 
moderate degree but occasionally rose to 103 or 104 
degrees, and once even to 105 degrees F. The in- 
tensity of the initial reaction, which decreases after 
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succeeding injections, is rather generally con- 
sidered a favorable prognostic sign unless it is ex- 
cessive. The author has had several most satis- 
factory results in cases with very little general 
reaction. 

In any event, the general condition is affected for 
only a very short time, twenty-four hours at the 
most. After this, the euphoria, which is mentioned 
by all observers, is marked. The patient looks and 
feels decidedly better and her appetite is improved. 
In the author’s cases systematic white blood-cell 
counts revealed a hyperleucocytosis averaging from 
20,000 to 25,000 on the day following the injection. 
In the next few days the number became more nor- 
mal. He has not observed excessive counts of 40,000 
such as Petersen mentions. 

An anaphylactic shock has never occurred in the 
author’s cases and need not be anticipated. While 
this alarming complication has been observed re- 
peatedly after intravenous injections of casein, only 
three such cases have been reported among the 
many thousands of intramuscular injections of milk. 

The principal field for protein therapy in gynec- 
ology is in the treatment of pelvic infections, par- 
ticularly those of gonorrhoeal origin. Not all parts 
of the genital tract respond equally well to milk in- 
injections. The tubes, the uterus, and probably the 
bladder are favorably influenced while the ovaries 
seem to remain refractory. Exudates are brought 
to absorption, or else a circumscribed suppuration 
is hastened so that surgical attack is rendered 
possible. Adhesions are not affected. Gonorrhceal 
infection of the cervix and gonorrhceal foci in the 
urethra and rectum usually remain unaffected by 
the treatment. These must therefore be treated 
separately to prevent re-infection. 
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In obstetrics, protein therapy has yielded the most 
satisfactory results in the various forms of puerperal 
infection. Even those who, like Doederlein, are still 
somewhat skeptical, would consider it a mistake to 
omit this form of treatment. There is no way. of 
determining whether a given patient might not have 
recovered without protein injections but it is the 
alpha and the omega of medical wisdom that the 
outcome in puerperal sepsis depends altogether on 
the power of resistance of the organism, and there is 
no doubt that protein injections greatly increase 
this power of resistance. 

In mild infections, a single injection has some- 
times changed the course of the condition and has 
been followed by an afebrile puerperium. 

Absolute contra-indications to milk therapy are 
cardiac decompensation, diabetes, and alcoholism. 
Whether pregnancy is a contra-indication or not is 
still an open question. Petersen enjoins great cau- 
tion when there is a history of hypersensitiveness on 
the part of the patient (serum sickness, asthma, 
urticaria, angioneurotic oedema) or of epilepsy or 
other grave nervous instability. Above all, the 
state ot the disease and the patient’s condition must 
be considered. Milk injections may be tried only if 
the cells are not hopelessly damaged and the patient 
has not reached the state of complete fatigue. In 
other conditions they superimpose an extra demand 
to which the exhausted organism must succumb. 

Even when protein therapy is clearly indicated, 
success is not achieved in all cases. A certain per- 
centage of failures must be expected. Protein 
therapy is as little a cure-all as any other treatment. 
To employ it injudiciously and by rule of thumb in 
one and every case threatens to bring a valuable 
method into discredit. Epwarp L. Cornet, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Fink, K.: The Diagnosis of Pregnancy by Biological 
Methods (Die Diagnose der Schwangerschaft 
durch biologische Methoden). Muenchen. med. 
Wchnschr., 1924, |xxi, 822. 


From the large number of proposed biological] aids 
in the diagnosis of pregnancy, only the following six 
reactions have proved of value: 

1. Cobra-venom-horse blood hemolysis by the 
serum of the pregnant woman. According to 
Huessy, this is first demonstrable in the fourth 
month, and after that time can be demonstrated 
constantly. However, it is not specific for pregnancy 
alone. 

2. The demonstration of antitrypsin formation in 
the blood. In twenty of the author’s cases von 
Graff’s improvement of Volhard’s procedure was 
used. In most of these the earliest positive reaction 
was obtained after the fourth week. The findings 
agree with those of Rosenberg but contradict those 
of von Graff. The test is not specific for pregnancy 
as it may be positive also in carcinoma and inflam- 
mations. 

3. The Abderhalden sero-ferment reaction. This 
the author considers the most useful of all known 
tests. It failed in only 2 per cent of 130 cases. The 
reaction is positive after the eighth day of pregnancy 
and remains positive until twenty days after deliv- 
ery. 

4. Kottman’s dia-sorcym-placental test. This 
should make the diagnosis of pregnancy possible 
about eight days after conception. It remains posi- 
tive until the tenth day after delivery. The author 
has never used it. Further evaluation of the test is 
impossible because the necessary ‘‘sorcyme,” an 
iron-protein compound, is no longer manufactured. 

5. The determination of increased fragility of the 
red blood cells. This is usually demonstrable after 
the sixth month of pregnancy and disappears four- 
teen days after delivery. The increased fragility test 
is of little value because it can never lead to an early 
diagnosis. 

6. The determination of alimentary glycosuria 
and sugar excretion after the administration of 
adrenalin and maturin. This test is positive after the 
first eight or ten days of pregnancy and remains 
positive until the ninth month. It fails in 4 per cent 
of the cases. The author considers the maturin test 
especially useful. Bock (G). 


Hammeke, A.: Old Primiparz (Die alten Erst- 
gebaerenden). Dissertation: Frankfort, 1924. 


The term “old primipare” is usually applied to 
women who become pregnant for the first time after 
their thirtieth year of age. During the time of the 


World War the number of old primiparez delivered 
in the clinics was nearly doubled and since the war 
has remained at about the same level. Old prim- 
ipare constitute about 6.01 per cent of all pregnant 
women and 1o.9 per cent of all primipare. 

A review of the 519 cases of old primiparze seen 
during the period from 1917 to 1922 led to the fol- 
lowing conclusions: 

In addition to late marriage, malformations and 
diseases of the genitals are factors explaining the 
delay of pregnancy. Diseases of the genitals were 
mentioned in five of the 519 case reports studied. 
There were two cases of anomalous position of the 
uterus and three cases of ovarian tumor. Undoubt- 
edly, disturbances of function of the genitals, espe- 
cially disturbances in the processes of ovulation and 
menstruation, are of importance. This is indicated 
by the fact that the first menstruation is more apt to 
appear late in old primipare than in young prim- 
ipare. Moreover, in old primipare the course of 
menstruation is more often irregular than in young 
primipare. 

Organic injuries due to pregnancy, especially 
injuries of the kidneys, are found more frequently in 
old than in young primipare. The incidence of 
eclampsia in the former is 2.12 per cent while in the 
latter it is only 1.29 per cent. Miscarriages occur 
twice as often in the former as in the latter. Defec- 
tive expulsion power, especially weakness of labor 
pains, complicate 10 per cent of the labors of old 
primipare, but only 4 per cent of those of young 
primipare. Premature and early rupture of the 
membranes and hemorrhages due to atony occur in 
11.75 and 5.39 per cent respectively of old prim- 
ipare but in only 2.83 and 3.34 per cent respectively 
of young primipare. Disturbances in the separation 
of the placenta also occur more often in the former 
than in the latter. 

Lacerations of the perineum occur in 34.49 per 
cent of old primipare in contrast to 21.21 per cent 
of young primipare. Lacerations of the second and 
third degree increase in frequency with advancing 
age mainly because of increasing rigidity of the soft 
parts. Anomalies of position were found in 9 per 
cent of old primipare, but in only 4 per cent of 
young primipare. The average duration of labor of 
the former is about three and one-half hours longer 
than that of the latter. The frequency of operation 
in cases of old primipare is about three times that in 
the cases of young primipare. In addition, the 
mortality and morbidity percentages for both the 
mother and the child is 3 per cent greater in the 
former than in the latter. 

From these findings the conclusion is drawn that 
the prognosis regarding the course of pregnancy, 
labor, and the puerperium is less favorable for old 
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primipare than for women undergoing their first 
pregnancy in early years. HamMEKE (G). 


Prassulides, S.: The Action of the Normal and the 
Diseased Heart During Pregnancy and Labor 
(Das Verhalten des gesunden und kranken Herzens 
waehrend der Schwangerschaft und unter der 
Geburt). Arch. f. Gynaek., 1924, Cxxii, 200. 

In a study of the reciprocal relationships between 
cardiac defects and pregnancy, labor, and the puer- 
perium only those statistics can be relied upon in 
which the condition of the heart was determined in 
every case coming under observation during preg- 
nancy and Jabor. To consider only the cases in 
which there are distinct cardiac lesions which may 
already have produced signs of decompensation is 
inaccurate. 

The cases studied by the author were 2,210 cases 
of labor occurring at the Giessen Clinic in the period 
from September, 1918, to April, 1922. A careful 
examination of the heart was made in all cases on 
their admission. Women with any kind of cardiac 
change were referred to the internist for his opinion. 

Cardiac disease was found in sixty-two cases (2.8 
per cent). This is a higher incidence than has been 
reported previously. In these cases there was not one 
death from heart failure. One death occurred from 
cerebral embolism. Frdémme reported a mortality of 
11.5 per cent, but he included all of the fatalities in 
his cases. 

Of the sixty-two women with cardiac lesions who 
were treated at the Giessen Clinic, thirty-five had 
mitral insufficiency; four, a mitral stenosis; one, 
aortic insufficiency; and twenty-two, combined 
valvular lesions. In seven of these cases the cardiac 
muscle itself was affected. 

In fifty of the cases the course of the pregnancy 
was undisturbed and treatment was unnecessary. In 
the twelve others, symptoms of decompensation de- 
veloped. Medical treatment was of benefit in only 
five. In the seven others, interruption of the preg- 
nancy was necessary. 

These findings show that the association of a 
cardiac defect and pregnancy is not necessarily 
unfavorable. Even a decompensated valvular lesion 
does not indicate interruption of the pregnancy 
unless the heart muscle cannot be brought to func- 
tion properly. There is true danger for the mother 
only when another disease, such as recurrent endo- 
carditis, nephritis, or tuberculosis, is associated with 
the valvular lesion. The mitral lesions, especially the 
mitral stenoses, show the most marked tendency to 
become aggravated. 

In the prognosis the time of the occurrence of dis- 
turbances must be taken into consideration; the 
earlier the disturbances appear and the less they 
respond to drugs, the less favorable the prognosis. 
Frey believes that the most dangerous time is 
immediately after delivery. The author, however, 
does not agree with him. He states that the prognosis 
lor women with cardiac disease is entirely favorable 
during the puerperium. Bock (G). 
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Ehrenfest, H.: Carbohydrate Metabolism During 
Pregnancy, and the Value of Insulin to the 
Obstetrician. Am. J. Obst. & Gynec., 1924, viii, 685. 


In marked difference to man, woman is basically 
equipped to bear children. This specific constitu- 
tional endowment necessarily causes definite func- 
tional changes in various organs besides the genitalia 
during the various phases of generative activity, 
changes which, for obvious reasons, are most pro- 
nounced during pregnancy. 

The changes under discussion are expressed in 
functional alterations not only of single organs but 
also of co-ordinate organ function, e.g., the entire 
endocrine system. Changes during pregnancy in the 
endocrines which are of importance in carbohydrate 
metabolism are uniformly of a nature to indicate 
that they are hyperactive in the sense of sugar 
assimilation. This is entirely in accord with the 
necessity for increased carbohydrate intake for the 
needs of the fetus. In spite of increased and acceler- 
ated sugar assimilation during pregnancy, the blood- 
sugar concentration usually remains normal. 

During pregnancy the automatic mechanism 
which maintains the blood-sugar level under the 
antagonistic effects of glycogenesis and glycogen- 
olysis, proves adequate. Seemingly this is accom- 
plished by readier use of another means of pre- 
venting a hyperglycemia, namely, prompt lower- 
ing of the renal threshold. An outlet is thus offered 
for the escape of some of the sugar which is passed 
quickly into the blood of the pregnant woman 
through the evident speeding up of the carbohydrate 
assimilation process. The prompt lowering of the 
renal threshold as a protective measure in pregnancy 
is expressed in the intake of glucose, levulose, or 
starch in amounts which, in the non-pregnant 
healthy woman, fail to provoke this phenomenon. 

This artificial glycosuria, which is often seen very 
early in pregnancy and is therefore employed as an 
aid in diagnosis, is in itself neither a renal diabetes 
nor an alimentary glycosuria in the usual clinical 
meaning of these terms: 

Diabetes is a disease dependent upon insufficiency 
of endocrine pancreatic activity. In women in whom 
pancreatic function before impregnation is only 
barely sufficient or slightly deficient, the necessity 
for increased carbohydrate intake and the toxic 
conditions and alteration in endocrine function 
occurring during pregnancy may lead to a true 
diabetes mellitus. The author believes insulin will 
practically eliminate the dangers from the compli- 
cation of pregnancy by diabetes. 

Epwarp L. Cornett, M.D. 


Misgeld, J.: The Effect of Total Removal of the 
Uterus and Adnexa on Progressive Tuberculosis 
in Pregnancy (Der Einfluss der Totalexstirpation 
des Uterus und der Adnexe auf die fortschreitende 
Lungentuberculose Schwangerer). Zentralbl. f. 
Gynaek., 1924, xviii, 1438. 


Complete removal of the uterus and adnexa in 
the treatment of progressive tuberculosis associated 
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with pregnancy, as recommended by Bumm in 
1908, is permissible only under the following condi- 
tions 

1. The lungs must be free from cavities. 

2. The woman must be psychically normal. 

3. The pregnancy must not be older than four 
months. After the sixth month of pregnancy, abor- 
tion as well as extirpation is contra-indicated. 

4. The patient should have several living chil- 
dren. 

In the period from January 1, 1908, to January 1, 
1923, the operation was performed on fifty-six cases 
in Bumm’s clinic. In the following table the results 
are compared with these obtained in forty-five cases 
in which only evacuation of the uterus was done: 


Total removal of Evacuation 


uterus and adnexa of uterus 
No. Per cent No. Per cent 
No. of cases 56 45 
Deaths 16 28.2 17 37-7 
Patient benefited 32 57.1 —_ — 
Condition arrested 2 3.6 8 1.7 
Condition worse 3 2. 16 35-4 


Bock (G). 


Burger, K.: The Complication of Pregnancy and 
Labor by Tumors of the Genitalia (Die Kom- 
plikation der Schwangerschaft und Geburt mit 
Genitaltumoren). Zentralbl. f. Gynaek., 1924, xlviii, 
1651. 

The author reports fifty-one cases in which preg- 
nancy and labor were complicated by a tumor of the 
genitalia. These included twenty cases of myoma, 
five of carcinoma, three of pyosalpinx, and twenty- 
three of ovarian tumor. In four cases of retrodevia- 
tion of the uterus due to nodules on the fundus it 
was possible to replace the organ under anesthesia. 
In seven cases the myomata were removed by 
laparotomy. In one case a supravaginal amputation 
was necessary because the uterine cavity was opened 
in the attempt to enucleate the tumor. In another 
case, supravaginal amputation was performed be- 
cause the bed of the subvesical myoma could not be 
dealt with properly. In two cases of deep myomata 
total extirpation of the uterus was necessary to 
obtain hemostasis. In five cases an exploratory 
laparotomy was performed because an_ ectopic 
pregnancy was suspected but this condition was not 
found and the myomata did not obstruct labor. 

The cases of complication by carcinoma are de- 
scribed as follows: 

CasE 1. Following the onset of a premature labor 
in the eighth month, a carcinoma of the portio 
vaginalis extending to the fornix, was discovered. 
Cesarean section was therefore done and followed by 
a radical Wertheim operation. Primary healing 


resulted. The child was a boy weighing 2,050 gm. at 
birth and 3,100 gm. at the end of two months. The 
mother remained well for four and a half years, but 
at the end of that time a recurrence developed in the 
scar tissue in the vagina. 

CasE 2. The patient was a 24-year-old-para-iii 
who had alwavs felt well during pregnancy but from 


the time of her last delivery had had severe bleeding 
and entered the hospital because of this four months 
later. A carcinoma the size of a walnut was found ip 
the portio vaginalis. The parametrium was exten. 
sively infiltrated, and the neoplasm extended high 
up on the anterior wall of the uterus. An attempt 
at vaginal extirpation only was made. 

CasE 3. An operable cancer in the fourth month 
of pregnancy was treated by the Wertheim proce. 
dure. Uninterrupted recovery followed. 

Case 4. This wasa case of pregnancy in the second 
or third month in an extremely obese woman with 
carcinoma of the portio vaginalis. Operation per- 
formed according to the method of Schauta was 
followed by uninterrupted recovery. 

CasE 5. The patient was a para-v 32 vears old 
who had a well advanced carcinoma of the portio 
vaginalis in the third month of pregnancy. Laparot- 
omy revealed ascites and cancerous nodules on the 
posterior layer of the broad ligament in the pouch of 
Douglas, along the sigmoid, and in the right vascular 
triangle. In this case, which was inoperable and still 
far from term, amputation of the uterus was per- 
formed because of strong fixation of the cervix, and 
the remaining stump was covered by bladder serosa. 

Cases of pregnancy complicated by tumors of the 
adnexa are reported as follows: 

CasE 1. In a woman who had hemorrhages 
endangering life, the three-months gravid uterus was 
elevated and displaced toward the right by a tumor 
almost double the size of a fist, so that its mouth was 
almost beyond reach. To save the patient’s life, the 
uterus as well as the large tumor of the adnexa were 
removed at once by laparotomy. Uninterrupted 
recovery followed. 

CasE 2. The patient had been pregnant for from 
two to three months. An adnexal tumor, which was 
bound to its surroundings everywhere by tough 
adhesions, burst during an attempt to separate the 
adhesions and its purulent contents flowed into the 
abdominal cavity. In order to establish drainage, 
and also for technical reasons, total extirpation was 
performed. Recovery was uninterrupted. 

CasE 3. This was a case of pyosalpinx in the 
second month of pregnancy. As the tumor burst 
when the tough adhesions were separated the con- 
taminated area was irrigated with hydrogen per- 
oxide, walled off from the rest of the abdominal 
cavity by means of omentum, and drained toward 
the abdominal wall. Healing was uninterrupted. 
Miscarriage occurred on the tenth day but there 
were no further complications. 

Of twenty cases of tumors of the ovaries which 
were operated upon during pregnancy all went on to 
uninterrupted recovery. Among these were five 
cases of torsion of the pedicle and one case of intra- 
cystic bleeding without torsion of the pedicle. There 
were eight dermoids, one of which was of a papil- 
lomatous nature. In three cases a tumor of the ovary 
obstructed labor. One woman was delivered alter 
being in labor for twenty hours. As the child’s head 
was near the pelvic outlet, the tumor of the ovary, 
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which was behind the uterus, was not recognized 
even on internal examination. Because of beginning 
asphyxia of the child a forceps delivery was per- 
formed. The head was delivered with a perceptible 
jerk. Two days later the mother died of peritonitis. 
Autopsy showed rupture of a dermoid cyst. 

In another case caesarean section was performed 
because the child had been perforated and it would 
have been impossible to deliver it with the tumor by 
wav of the vagina as the tumor was the size of a 
man’s head and closely adherent to the surrounding 
tissues. Total hysterectomy was necessary because, 
during the separation of the tumor, fecal and 
purulent fluid escaped into the abdominal cavity. 
Drainage was instituted according to the method of 
Kelly. Uninterrupted healing resulted. 

In the case of a 23-year-old para-i at term the 
portio vaginalis was elevated and displaced to the 
left by a tumor the size of the head of a child, which 
filled the pouch of Douglas and had the consistency 
of adermoid. A living mature child was delivered by 
transperitoneal cervical cawsarean section. During 
the suturing of the wound in the uterus, the dermoid 
which was squeezed into the pelvic cavity and held 
there by adhesions was removed. Uneventful re- 
covery resulted. 

The author draws the conclusion that if the case is 
taken in time, good results can be obtained for the 
mother as well as the child by observing the proper 
indications, choosing the proper method of opera- 
tion, and using the proper technique. 

SCHREINER (G). 


Fuerst, W.: Transperitoneal Czsarean Section in 
Eclampsia (Zum transperitoneal Kaiserschnitt bei 
Eklampsie). Zentralbl. f. Gynack., 1924, xlviii, 1706. 

In agreement with Wagner, Fuerst has always 
believed that the best method of effecting delivery 
in eclampsia with insufficient dilatation of the soft 
parts is transperitoneal cervical cesarean section. 
However, in Wagner’s demand for an absolutely 
dependable suture he sees a demand that holds for 
all operations. Moreover, the rapidity demanded 
by Wagner in the performance of the operation he 
believes is not justified. As proving his contention 
he offers the results of 238 entirely clean cases in 
which the operation was done by various surgeons 
and required a greater length of time than Wagner 
allows. 

In these 238 cases there were only nine maternal 
deaths, and four of these cannot be attributed to the 
method. The conditions present were eclampsia in 
one, serious cardiac decompensation in one, and 
severe anemia due to premature separation of the 
normally inserted placenta in two. In the five cases 
in which it was possible to ascribe the death to the 
operation, three were complicated by peritonitis and 
one by aspiration pneumonia. The maternal mortal- 
ity was 2.1 per cent and the fetal mortality 3.2 per 
cent. 

According to Fuerst, these results indicate that 
rapidity of operation is not the factor requisite for 
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success. He is inclined to believe that rapidity in an 
operation is always purchased at the cost of safety. 
On the other hand he ascribes great importance to 
careful hemostasis, the control of spontaneous sep- 
aration of the placenta in a patent uterus by the 
injection of drugs to stimulate labor pains, and 
proper suturing. 

In infected as well as clean cases the suturing 
should be done in four layers: (1) a running retro- 
mucosal muscle suture; (2) a parallel deeply placed 
muscle suture; (3) a simple suture of the serosa; and 
(4) a parallel seroserous suture. 

The performance of all of the procedures advo- 
cated by Fuerst makes it impossible to complete 
the operation in twenty minutes, as demanded by 
Wagner. Prolongation of the anesthesia in eclamp- 
sia Fuerst regards as of no importance. In this 
connection he refers to Stroganoff who, even in his 
conservative methods, recommends it during the 
first two or three hours of treatment. On the other 
hand, trauma to the peritoneum must be avoided, as 
particularly during anesthesia it may precipitate 
an eclamptic attack. To attempt to perform the 
operation quickly may bring discredit to the trans- 
peritoneal cervical cesarean section. 

NEUGARTEN (G). 


Paddock, R.: Recent Observations of Certain 
Pathological Conditions of the Amnion. Am. J. 
Obst. & Gynec., 1924, viii, 546. 

In the routine examination and study of the 
placenta, there are observed from time to time cer- 
tain small areas on the surface of the amnion which, 
in the gross, appear to be changes in the membrane. 
The gross picture presents two types of lesions. The 
lesion of Type A consists of a well-defined, round, or 
ovoid area situated in the placental area of the 
amnion or in the amnion near the placenta. The 
lesions thus far examined ranged from 2.2 to 5.7 
mm. in diameter. They appear to be situated in the 
amniotic membrane. They are a dirty white or 
cream color. Their external surface is elevated 
slightly, and the general appearance is that of a large 
bacterial or fungus colony growing on a culture 
medium. The lesion is opaque, and when the amnion 
is stripped off of the chorion, it does not lose its 
identity as an amniotic growth. Only one of these 
growths has been seen in any one case. 

On microscopic examination the principal change 
is noted within the connective tissue. Enclosed in 
this tissue is a diffuse, dense, granular area which 
takes the hematoxylin stain deeply. On higher 
magnification, it is seen to be made up of tiny 
granules and small fibrils. This substance is the 
result of calcium deposit. 

In the preparation of the sections it was found 
necessary to decalcify the tissues before satisfactory 
sections could be obtained. Between the small 
granules the included substance takes a rather pink, 
homogeneous stain. Nuclei of connective-tissue 
cells in this area are very pale and appear to be 
degenerating. A few round cells are seen at the 
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margins of the granular material. Around the 
calcified material the stroma has a more dense, 
hyaline appearance; the fibrils are ill-defined and the 
nuclei are fewer. At either end of the region the 
normal stroma seems to separate and encapsulate 
the material. 

The epithelium over the area is not constant. 
There seems to be a tendency toward proliferation 
with squamous-cell formation. In one case the 
epithelium appeared normal, in another it was 
degenerating, and in another the cells were all 
cylindrical and showed nuclei toward the free surface. 
In the cases in which the epithelium appears most 
abnormal the connective tissue has a more homo- 
geneous appearance, with fewer nuclei and a deeper 
pink stain. No bacteria can be found in any of the 
lesions. 

The lesion of Type B is a flocculent, cretaceous 
area appearing on the placental area of the amnion, 
either singly or in numbers, usually large numbers. 
These areas vary from the smallest macroscopic size 
to those with a diameter of 8 mm. Their outline is 
externally irregular; some of the plaques are con- 
fluent. They have the general appearance of having 
been sprayed on the amniotic surface. 

These areas seem to be slightly elevated and some 
of the larger ones have an umbilicated appearance. 
Their distribution is irregular. In some cases they 
are scattered over a definite area of the placental 
surface, while in others they have a linear arrange- 
ment extending outward from the insertion of the 
cord. They do not rub off but maintain their posi- 
tions until the amnion is torn by rubbing. Their 
opacity is very marked. 

On microscopic study the primary changes are 
seen in the epithelium. At the margins of the areas 
in question the epithelium undergoes a rather sudden 
transition to the squamous type. The cells of the 
base of these areas take a more intensive stain. 
Well-defined nuclei are seen usually toward the base 
of the cell. There is no basement membrane. 
Further out in the layers the cells have a more 
squamous appearance, take a lighter stain, and show 
nuclear degeneration. At the outer surface, where 
they are necrotic, the epithelial surface is covered 
with deep pink-staining strands of degenerated cells 
and détritus. The general microscopic appearance is 
that of a hyperkeratosis. In no case was there any 
lanugo hair or evidence of vernix caseosa. 

Just beneath the epithelium the connective tissue 
is more compact, takes a deeper pink stain, and 
shows fewer nuclei. In the connective tissue, which 
is here as a whole more fibrillar, there are fine 
longitudinal, wavy calcium strands. This finding is 
not uniform in all cases but is noted frequently. 
Where the connective change is most marked a 
greater number of round cells are seen. No bacteria 
have been found in any of these lesions. In the outer 
epithelial layers there are a few enmeshed red blood 
cells. 

As none of the children in the cases studied showed 
any sign or symptom of antenatal pathology refer- 


able to these lesions, it can be presumed that the 
latter are of little apparent importance with regard 
to the life of the child. The majority of the mothers 
were non-syphilitic; therefore syphilis may be ruled 
out as a productive factor. The lesions were seen in 
primipare as well as multipare. No bacteria or 
lanugo hairs were found. Since the fetal membranes 
are part of a caducous organ in which senescent 
changes occur at the time of maturity, it appears 
probable that these lesions might be explained on 
that basis. Epwarp L. Cornett, M.D. 


Richard, N.: Hydramnion: A Review of the Cases 
Seen in the Frankfort Clinic in the Period from 
1912 to 1922 (Ueber Hydramnion: Zusammen- 
stellung der Faelle von Hydramnion der Frank- 
furter Klinik aus den Jahren 1912-1922). Disserta- 
tion: Frankfort, 1924. 

Hydramnion is a relatively common condition of 
the ovum. In the Frankfort University Gynecolog- 
ical Clinic, hydramnion occurred in one of every 185 
births. In most cases it was due to circulatory 
disturbances in both the maternal and the fetal 
organism. The conditions responsible for these 
circulatory disturbances were lues, nephritis, and 
hydropic conditions. Relatively frequently the 
hydramnion was associated with malformations and 
twin pregnancy. The condition is of particular 
importance in cases of single-ovum twins. 

In only one case did the hydramnion cause 
physical signs necessitating puncture of the uterus. 
In the remainder the membranes were ruptured 
artificially if they were not ruptured prematurely 
by the collection of amniotic fluid. Abnormal posi- 
tions were found in 11 per cent of the cases. The 
still-births were due to lues, malformations, hydrops, 
and twisting of the umbilical cord. In three cases 
there was atony of the uterus in the puerperium, 
and one of these was fatal. Ricwarp (G). 


Peil, E.; Twin Abortion with an Interval of Seven 
Weeks Between the Expulsion of the Two 
Fetuses (Zwillingsabort mit einem Interval! von 
7 Wochen zwischen der Ausstossung der beiden 
Fruechte). Dissertation: Frankfort, 1924. 

A woman 35 years of age gave birth to a 1o-cm. 
fetus on November 23, 1923. She then experienced 
a period of well-being during which she resumed her 
household duties. Neither she nor her attending 
physician believed that she was still pregnant. On 
February 1, 1924, seven weeks later, a dead fetus 
30 cm. long was expelled. 

The author states that after the expulsion of one 
fetus without injury to the amniotic sac of the twin, 
the latter may continue to develop in a normal way 
and be carried to term. In the case reported there 
was the additional remarkable fact that the placenta 
of the first fetus was absent. If extrusion and reten- 
tion can both be ruled out positively, it was probably 
absorbed. This possibility has been definitely estab- 
lished both experimentally and by cases reported 
in the literature. Pew (G). 
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Polak, J. O., and Wolfe, S. A.: A Further Study of 
the Origin of Uterine Bleeding in Tubal Preg- 
nancy. Am. J. Obst. & Gynec., 1924, viii, 730. 

The majority of tubal pregnancies are incomplete 
tubal abortions which are not completely terminated 
at the time the bleeding occurs. Vaginal bleeding 
persists as long as the ovum is alive and partially 
attached to its tubal bed. 

Many cases are operated upon before the ovum 
dies. In these, a decidual reaction is found in the 
tube and uterus. 

In cases operated upon after the death of the 
ovum, no decidual reaction is found. 

When the abdomen is opened in cases of unrup- 
tured pregnancy it is not uncommon to find blood 
escaping from the free end of the tube into the 
cul-de-sac of Douglas. In some cases, in which 
erosion had caused porosity of the tubal wall, the 
authors found blood escaping through the tubal wall 
but no bleeding from the uterus. On the other hand, 
in cases in which they have removed the tube, hard- 
ened, and sectioned it, and have found the ovum 
separated from its bed by blood clot, there has 
always been uterine hemorrhage. They therefore 
conclude that uterine hemorrhage is a sign of 
threatened tubal abortion; that many of these cases 
are operated upon before the abortion is terminated; 
and that accordingly there are islands of decidua in 
the uterus which must be separated and cast off. 
This would explain the persistence of uterine hamor- 
rhage after the removal of the tube and its contained 
embryo. 

In the microscopic study of the curettings a 
decidual reaction is found in the uterus as long as the 
ovum in the tube is alive and the pregnancy is not 
terminated by the removal of the tube or the death 
or expulsion of the ovum. 

In the majority of cases of tubal abortion the 
endometrium shows nothing but a hemorrhagic 
interval mucosa, but in about a third of the cases the 
bleeding continues until the tube with its contained 
ovum is removed and the uterus gradually undergoes 
involution. The tube in these cases, when examined 
microscopically, shows absence of a decidual reac- 
tion; and this absence of decidual reaction is an 
evidence of fetal death. 

Therefore it is safe to state that vaginal bleeding 
in the early phase of ectopic pregnancy follows the 
death of the ovum. The bleeding proceeds in this 
instance from the endometrium as the result of the 
separation of the decidual cast, and, because of the 
erratic distribution of the decidual reaction in many 
cases, persists for days after the ovum dies or is 
removed. 

In interstitial pregnancy, vaginal bleeding may be 
due to the direct entrance of blood from the tube 
into the uterine cavity. 

If the tubal abortion is incomplete, the bleeding is 
a result of persistent engorgement of the restored 
endometrium in which interstitial haemorrhage 
occurs with resulting vaginal bleeding following rup- 
ture of the dilated vessels. 


In a few cases in which the bleeding persisted for 
a considerable period of time after the ectopic 
embryo had been removed, a curettage was done. In 
the curetted tissue nothing was shown except the 
hemorrhagic interval mucosa. Hence the authors 
believe that uterine involution is slower after intra- 
uterine gestation. Epwarp L. CorneLt, M.D. 


LABOR AND ITS COMPLICATIONS 


Stiglbauer, R.: Brow Presentation in Labor and Its 
Management (Zur Frage der Stirnhaltungsgeburt 
und ihrer Behandlung). Monatsschr. f. Geburtsh. u. 
Gynaek., 1924, Ixvi, 205. 

In the Second Gynecological Clinic of Vienna 
there were sixty-five cases of brow presentation in 
72,000 labors. 

The cause of this anomaly is evident in only a few 
cases. The author has noted that large and unusually 
heavy children often present by the brow but is 
unable to explain this fact. 

One cause of brow presentation to which little 
attention has been paid is spasm of the lower seg- 
ment of the uterus. In one of the author’s cases with 
none of the usually mentioned causes of brow pres- 
entation—namely, small size of the fetus, narrow 
pelvis, relaxed soft parts in a multipara—the uterus, 
which was spastically contracted in its lower seg- 
ment, prevented both flexion and deflexion so that 
the head, which might otherwise have assumed a 
face presentation, was pushed down deeper in an 
unchanged position. After the administration of 
morphine the spasm was relieved and the labor was 
terminated with the aid of internal version and with 
normal labor pains. 

As the prognosis of brow presentation is considered 
unfavorable, prophylactic operative measures have 
been advocated. In the author’s opinion, however, 
prophylactic interference gives no better results than 
a waiting policy. In the clinic the birth of a living 
child can be assured only by cesarean section, but 
for this operation the proper indications must be 
present. If cwsarean section is refused, prophylactic 
procedures are today of secondary importance be- 
cause the Kjelland forceps will overcome difficulties 
which heretofore were considered insurmountable. 
In spite of its unfavorable prognosis to the child 
early version cannot be dispensed with. 

Brow presentation is more common than is gen- 
erally believed. When it is discovered overhasty 
interference must be avoided. If interference be- 
comes necessary, only craniotomy should be con- 
sidered if attempts with the forceps fail. 

MEINARDUs (G). 


Kumpiloff, C.: Rupture of the Uterus During the - 
Last Ten Years (Ruptura uteri in den letzten 10 
Jahren). Dissertation: Frankfort, 1924. 

During the period from 1913 to 1923, rupture of 
the uterus was seen ten times in 16,951 labors. Its 
incidence was therefore 0.058 per cent. The rup- 
ture occurred spontaneously in nine cases and 
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in one case was brought about by improper inter- 
ference. 

In nine cases mechanical factors were responsible. 
In one instance the rupture may have been the result 
of a pathological change in the uterine wall due toa 
previous hydatid mole. 

The uterine artery was ruptured three times, and 
a large hematoma was present in three cases. 

Total hysterectomy was done in nine cases. In 
one, the torn edges of the musculature were brought 
together with a few sutures and the peritoneum was 
repaired by closely placed sutures. Drainage was 
established twice. 

All of the women with rupture of the uterus were 
multipare. Only three were under 30 years of age. 
Two were between 30 and 35 years, and five were 
older than 35 years. In four cases the patient was 
brought to the clinic after the rupture had taken 
place; in all of the rest the rupture occurred in the 
clinic. 

Seven of the women were discharged as cured. Of 
the seven cured complete ruptures, six were spon- 
taneous and one was due to violence. Three women 
died, two from peritonitis and one from loss of 
blood during the operation. The maternal mortality 
was therefore 33 per cent. 

In all of the cases of spontaneous rupture the 
fetus was dead. In four, it entered the peritoneal 
cavity. Cranioplasty with delivery of the child 
through the natural passages was done four times. 
In two cases the child was extracted through the 
ruptured uterine wall. Kumpttorr (G). 


PUERPERIUM AND ITS COMPLICATIONS 


Hessenberger, E.: The Influence of Myoma upon 
the Third Stage of Labor (Ueber den Einfluss der 
Myome auf die Nachgeburtsperiode). Dissertation: 
Frankf.rt, 1924. 

This report is based upon the material of the ob- 
stetrical division of the University Gynecological 
Clinic of Frankfort during the period from i913 to 
1923. The total number of labors during these 
years was 19,294. The complication of myoma and 
labor was present in only forty cases (0.2 per cent). 
In thirty-one (77.5 per cent) of these the third stage 
of labor was passed without difficulty. 

In five of the nine remaining cases haemorrhages 
occurred while the placenta was still in the genital 
tract, and in four after the expulsion of the placenta. 
In one case the hemorrhage appeared on the second 
day after delivery and it is questionable whether it 
can be attributed to the myoma. 

Incomplete separation of the placenta occurred 
in five cases (12.5 per cent), all of which were com- 
plicated by myoma. Retention of placental parts 
occurred in two, and hemorrhage due to atony after 
delivery of the complete placenta in two (5 per cent.) 

On the basis of the forty cases studied, the fol- 
lowing conclusions are drawn: 

1. Myoma is diagnosed in labor extremely rarely 
(0.2 per cent). 


2. In the cases of labor complicated by myoma 
the third stage of labor is usually not disturbed 
(77.5 per cent). 

3. The most frequent disturbance is hemorrhage 
due to incomplete separation of the placenta (55 per 
cent of all hemorrhages in the third stage of labor). 

4. In 22.5 per cent of the cases the haemorrhages 
are due to retention of parts of the placenta, and in 
the remaining cases (22.5 per cent) to atony follow- 
ing delivery of the intact placenta. 

HESSENBERGER (G), 


Seipp, G. W.: Thrombosis in the Puerperium, on 
the Basis of Clinical Material of the Last 
Thirteen Years (Ueber Thrombosenbildung im 
Wochenbett an Hand des klinischen Materiales der 
letzten 13 Jahre). Dissertation: Frankfort, 1924. 


In 19,693 deliveries at the University Gynecolog- 
ical Clinic during the period from 1910 to 1922 there 
were 180 cases of puerperal thrombophlebitis of the 
deep veins of the pelvis and leg. The incidence of 
this complication was therefore 0.91 per cent. 

The saphenous vein was involved in 164 cases 
(g1.1 per cent), the femoral vein in ten (5.6 per cent), 
pelvic and femoral veins in three (1.65 per cent), and 
the saphenous and femoral veins in three (1.65 per 
cent). 

Three of the women were under 20 years of age, 
eighty-seven were between 20 and 30 years, eighty 
between 30 and 4o years, and ten over 40 years. The 
incidence of the condition therefore increases with 
age. 

Fifty-three (29.5 per cent) of the women were 
primipare, and 127 (70.5 per cent) were multipare. 

Varices were present before delivery in 133 cases. 
Fever occurred in twelve cases, all with some com- 
plication. In only eight could it be attributed to 
infection; in the remainder it was due to mechanical 
factors. Only one case was associated with an 
infectious disease. 

Eighty-two of the thromboses occurred on the 
right side and seventy-two on the left side. In 
twenty-six cases the condition was bilateral. One 
patient died from pulmonary embolism. ‘The rest 
were discharged cured or benefited. 

The so-called Mahler climbing pulse was more or 
less distinct in thirty-seven cases. 

To prevent thrombosis active movement of the 
extremities should be begun on the first day of the 
puerperium and the patient should be out of bed on 
the fourth or fifth day. Serpp (G). 


MISCELLANEOUS 


Falta, B.: The Application of the Rate of Sedi- 
mentation of the Erythrocytes in Obstetrics 
and Gynecology (Ueber die Verwendung der 
Senkungsgeschwindigkeit der roten Blutkoerperchen 
in der Geburtshilfe und Gynaekologie). Zeviralbl. 
f. Gynaek., 1924, xlviii, 1478. 


The author reports the results of more than 1,000 
determinations of the rate of sedimentation oi the 
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erythrocytes in pregnancy, during labor, during the 
puerperium, and in gynecological diseases. The 
Westergreen technique was employed. 

During the first three months of pregnancy no 
uniform acceleration was noted. With the advance 
of pregnancy there occurred a step-like acceleration, 
but the diflerences in the rates determined in the 
same period were marked. 

The greatest rapidity was found during labor, but 
because of the marked variations even in the same 
woman, the time at which labor will begin cannot be 
foretold from the sedimentation rate. The most 
rapid sedimentation was always found in the third 
stage of labor. In twin labors the sedimentation was 
more rapid than in single deliveries. 

During the puerperium the rate found during 
labor persisted for from eight to ten days. The 
normal rate was found again only after three weeks. 

The rapidity of sedimentation was strikingly in- 
creased in beginning or threatening abortion and in 
postabortal endometritis beginning with hemor- 
rhage. It usually showed marked acceleration also 
in cases of adnexal inflammation, but remained 
normal in such cases when no virulent bacteria were 
present. 

In contrast to Linzenmeier, the author believes 
that the sedimentation test should be used only 
with the greatest care in the differential diagnosis 
between ectopic pregnancy and adnexal tumors. 
Entire dependence cannot be placed upon this test. 

In cases of benign tumors the rate of sedimenta- 
tion is never increased while in cases of malignant 
tumors it is always increased. Frequently the rate 
of sedimentation is in direct ratio to the extent of 
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the disease. Recurrences are indicated very early 
by acceleration of sedimentation. Bock (G). 


Bauer, J.: Is There a Constitutional Predisposition 
Toward the Reproduction of a Preponderating 
Number of Descendants of the Same Sex? (Gibt 
es eine konstitutionelle Veranlagung zur Zeugung von 
Nachkommen vorzugsweise eines Geschlechtes?) 
Klin. Wchnschr., 1924, iii, 928. 

The author’s material includes 2,348 families with 
13,330 children. Only families with more than one 
child were included, and in the beginning only those 
with more than three children. Asa result, the num- 
ber of those with two or three children is relatively 
small. 

It was found that the frequency of children of the 
same sex in one family is no greater than can be 
explained by the laws of chance. Therefore a con- 
stitutional predisposition to the reproduction of 
descendants of the same sex is not demonstrable. 

Mayer’s observation that members of families 
with a preponderance of children of one sex are apt 
to beget more children of that sex than of the other 
was purely accidental. 

The fact that in families of from two to five chil- 
dren the normal sex ratio is 106:100 while in families 
of six or more children it is reversed is explained by 
the assumption that the desire for a male namesake 
leads to the reproduction of a greater number of 
children when all previous children were girls. 

The author calls attention to his observation 
that in families with more children of one sex than 
of the other the children of the minority sex seem to 
have a constitutional inferiority. Binz (G). 
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ADRENAL, KIDNEY, AND URETER 


Olbrycht, J., and Ramult, M.: Changes in the 
Adrenals in Anaphylaxis and Following the 
Parenteral Administration of Albumin (Neben- 
nierenveraenderungen bei Anaphylaxie und paren- 
teraler Eiweisszufuhr). Med. Déswiadczalna i spo- 
leczna, 1924, li, 14. 

Are the changes in the adrenals caused by high 
temperatures primary changes and of such impor- 
tance that the symptoms and death can be attributed 
to them, or are they of a secondary nature and only 
one of the manifestations of burns? To answer this 
question the authors undertook investigations on 
rabbits, dogs, and guinea pigs to establish the condi- 
tion of the adrenals after anaphylactic shock and the 
parenteral administration of albumin. 

Recently one group of investigators have attrib- 
uted death caused by burns to anaphylactic shock or 
poisoning by the decomposition products of protein. 
Another group have attributed it to changes in the 
adrenals. The authors therefore attempted to deter- 
mine whether changes analogous to those produced 
in the adrenals by burns could be produced by 
anaphylactic shock brought about by other methods 
and by the parenteral administration of albumin. 

Anaphylactic shock was produced in the rabbits 
by the method of Friedemann, in the dogs by the 
Biedel-Krauss method, and in the guinea pigs by the 
method of Pfeiffer. For the parenteral administra- 
tion of albumin the substances employed were those 
which are thought to produce the anaphylactic shock 
of fatal burns, viz., peptone and guanidine bodies. 
These were injected intraperitoneally. 

At necropsy the adrenals were divided in half. 
One portion was hardened rapidly in 4 per cent 
formalin and the other placed in Mueller’s formol 
solution. From the first half frozen sections were 
made. Some of these sections were stained with 
Sudan III and Sudan III plus hematoxylin and 
some were examined unstained for lipoids by means 
of the polarization microscope. 

The other half, after hardening for twenty-four 
hours, was stained for seven days in pure Mueller’s 
solution which was changed daily. After a week the 
sections were rinsed for half an hour under flowing 
water and then placed for two days in 95 per cent 
alcohol which was changed twice daily. One portion 
was then embedded in celloidin. The other portion 
was embedded in paraffin according to the method 
of Hornowski. This method consists in taking the 
stained sections out of the 95 per cent alcohol on the 
third day and placing them for three hours in carbol- 
xylol, then for two hours in xylol, then for four hours 
in a mixture of xylol and paraffin maintained at a 
temperature of 36 degrees, and finally for two hours 


in pure paraffin at a temperature of 52 degrees. The 
stains used were hematoxylin-eosin, methylene-blue. 
safranin, and Van Gieson’s stain. 

It was found that after the parenteral administra. 
tion of albumin and in anaphylaxis the adrenals 
showed changes which, on histological examination, 
appeared similar to those brought about by burns, 
that is, the glands showed marked hyperemia and 
their chromophile and lipoid contents were decreased. 
Of these changes the most marked in all of the 
animals examined were the hyperemia and extra- 
vasation of blood. The hyperemia affected the entire 
gland, but particularly the medullary substance. 
The extravasation of blood occurred chiefly at the 
boundary of the medullary and cortical substances, 
in the zona fascicularis of the cortex. In the animals 
that lived for a longer time a decrease in the chromo- 
phile substance was found in addition to the hyper- 
emia. The lipoids were diminished only very slight- 
ly. Even in cases with total absence of chromophile 
substance the lipoid content was often normal. 

Therefore since it was established that the changes 
in the adrenals following anaphylactic shock and the 
parenteral administration of albumin are analogous 
to those following burns, the authors draw the 
conclusion that the changes found after burns are 
not pathognomonic of burns and are not the primary 
cause of death, but must be regarded as secondary 
manifestations in the clinical picture of poisoning of 
the organism by the decomposition products of 
albumin. Kowa tsk (Z) 


Martin, C. L., Rogers, F. T., and Fisher, N. F.: The 
Effect of the Roentgen Rays on the Adrenal 
Gland. Am. J. Roentgenol., 1924, xii, 466. 


Irradiation, like other potent therapeutic meas- 
ures, produces severe reactions in the living organism 
when large doses are administered. These reactions 
vary markedly when different regions are radiated. 

It has been shown conclusively that cachexia and 
death may be caused in dogs by the administration 
of heavy doses of the roentgen rays to loops of small 
intestine isolated from the body by lead shields. 
Ivy, McCarthy, and Orndoff state that they have 
produced the same cachexia in dogs by raying the 
submaxillary gland area. These observations suggest 
that cachexia may be produced by the administra- 
tion of an overdose to any of the glandular struc- 
tures. 

Not all of the evidence is of an experimental 
nature. Smithies has recently reported a case with 
a syndrome having all the characteristics of -\ddi- 
son’s disease that appeared following the administra- 
tion of penetrating roentgen rays in the kidney area. 

Since marked susceptibility of the adrenal would 
necessitate extreme caution in radiation over the 
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upper part of the abdomen, the authors undertook 
a study of the effects of the roentgen rays on the 
isolated adrenal, with care to shield all other sensi- 
tive structures. The experimental animals employed 
were dogs. As the left adrenal is considerably lower 
and may be reached through an abdominal wound, 
it seemed best first to remove the right suprarenal 
through an incision in the loin, thereby making all 
of the remaining adrenal tissue accessible for irradi- 
ation. 

Four large dogs were selected and operated upon 
in the manner described. None of them showed any 
ill effects from this preliminary procedure. 

When the wound had healed, a second operation 
was done on each animal in succession. Under ether 
anesthesia an incision was made in the upper left 
abdomen and special retractors were inserted to hold 
the intestines and stomach away from the adrenal. 

The cone was slowly lowered through the incision 
into the abdomen until the lower end encircled the 
adrenal and the upper pole of the kidneys. It was 
then pressed down firmly against the muscles of the 
back and clamped in position. A dose of 75 ma.-min. 
was then administered at a 5-in. gap and a 1o-in. 
target distance with 10 ma. No filter was used. This 
dose is one that produces marked cachexia and 
death when applied to an isolated loop of intestine. 
The exposed area was carefully observed before the 
removal of the tube stand to make certain that no 
intestinal loops had slipped under the end of the 
cone. The incision was then closed. 

The authors state that there may be some criticism 
of the roentgen-ray dosage used in these experiments, 
but if it can be shown that a dose that destroys 
intestinal mucosa does not produce serious symp- 
toms when it is applied to the adrenals, the protec- 
tion of these glands will play a minor réle in deep 
therapy. 

The authors summarize their article as follows: 

1. Direct heavy radiation of the isolated left 
adrenal administered following the removal of the 
right adrenal of a dog produced no symptoms dur- 
ing practically a month of observation, although a 
marked fibrosis occurred in the irradiated gland. 

2. The same dose caused cachexia and death when 
it was applied to an isolated loop of small intestine 
and marked fibrosis when it was applied to the upper 
pole of the kidney. Louis Gross, M.D. 


Nichols, B. H.: Some Anomalies of the Kidney. 
Am. J. Roentgenol., 1924, xxi, 431. 


Anomalies of the kidney are classified roughly by 
Nichols as: (1) anomalies of number, which include 
congenital solitary kidneys, congenital atrophy, 
fused kidney, and duplex kidneys; (2) anomalies of 
position, which include ectopic and misplaced kid- 
neys and torsion; and (3) anomalies of form, which 
include polycystic kidneys. 

Congenital solitary kidney is rare, occurring only 
once in every 1,000 persons. 

Roentgenograms taken with catheters in situ may 
show a solitary ureter or that the catheter has 
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passed only a short distance in one ureter but has 
reached the pelvis of the kidney in the other. Often 
the passage of the catheter will reveal the crossing 
of the ureter of the solitary kidney to the opposite 
side of the bladder. 

Congenital atrophy or hypoplasia of the kidney is 


a result of arrested development. Therefore this 
type of anomalous kidney shows considerable vari- 
ation in size. 

The diagnosis of congenital atrophied kidney, 
especially in the more marked cases, can usually be 
made from the appearance of the kidney in the 
roentgen film as compared with the appearance of 
the kidney on the opposite side. Usually the atrophic 
kidney is somewhat irregular in shape and smaller 
than the opposite kidney. 

Fused kidneys may assume a number of different 
forms. The most common is the “horseshoe” 
kidney. 

The discovery of a horseshoe kidney in the pres- 
ence of some other pathological renal condition such 
as tuberculosis is very important, as the presence of 
a horseshoe kidney makes nephrectomy impossible 
and its discovery may often spare the patient an 
exploratory operation. 

From the standpoint of differential diagnosis the 
duplex kidney is perhaps the most important 
anomaly. This type varies from what may appear 
as little more than a long cephalic calyx to complete 
duplication of the pelvis and ureters. 

It should be borne in mind that a tumor of the 
kidney may obliterate the caudal or cephalic calyx, 
thereby giving a picture simulating a single pelvis of 
a duplex kidney. Such a tumor is usually a papil- 
loma springing from the pelvis and either occupying 
or by pressure occluding one of the major calyces. 
Hematuria having its source in the suspected kid- 
ney should suggest a tumor, especially if only one 
ureteral outlet is found in the bladder. 

A true pelvic kidney is a low-lying kidney which 
derives its blood supply from the iliac artery and 
therefore has a very short renal artery and pedicle. 

A low-lying kidney, the position of which is due to 
arrested ascent or traumatic displacement, derives 
its blood supply from the aorta. 

A low-lying kidney, the position of which is the 
result of arrest of development, may have an unde- 
veloped pelvis and may be confused with a true 
ectopic kidney. In cases of kidneys which are 
anomalous in position, pyelograms usually reveal the 
type of the anomaly. 

Renal torsion may be either acquired or congen- 
ital. When the ascent is interrupted, rotation 
ceases, leaving the kidney pelvis in its original ante- 
rior position where it is so often seen in cases of 
renal torsion. 

Polycystic kidney is rare. It is characterized by 
many cystic areas, some large and some microscopic 
in size, which are located for the most part at the renal 
parenchyma. The outline of the polycystic kidney 
is usually irregular, the irregularities corresponding 
to the cystic areas. Pyelography reveals a kidney 


pelvis markedly deformed by the encroachment of 
the cysts upon the calyces. Hydronephrosis may 
result from obstruction caused by the cysts. 

Occasionally the cysts may rupture and the result- 
ant filling of the cavity with the injected medium 
may suggest pyonephrosis, but a careful study of the 
irregular outline of the kidney will usually reveal the 
true nature of the condition. The multiple circum- 
scribed areas revealed by the pyelogram are nearly 
always pathognomonic of polycystic kidney. 

Louis Gross, M.D. 


Rathbun, N. P.: Notes on the Clinical Aspects of 
Horseshoe Kidney. J. Urol., 1924, xii, 611. 

Hess, E.: Surgical Horseshoe Kidney: Report of an 
Unusual Case. J. Urol., 1924, xii, 627. 


RATHBUN reports three cases of surgical horseshoe 
kidney. The condition was diagnosed before oper- 
ation in only one. In one of the others a pre-opera- 
tive diagnosis should have been made readily by 
more careful study of the X-ray plate. In the third 
it might have been possible if pyelograms had been 
made on both sides. All three cases were operated 
upon. The first patient died after the operation; the 
two others recovered with persistent sinuses. 

HEss reports a surgical horseshoe kidney, the left 
half of which was pyonephritic due to ureteral stone. 
He removed the left half at the bridge and the 
patient recovered without the development of a 
sinus. In spite of excellent cystoscopic work, a pre- 
operative diagnosis of horseshoe kidney was not 
made. 

Both Rathbun and Hess emphasize the impor- 
tance of pyelograms in genito-urinary diagnosis. 
Oscar E. NADEAv, M.D. 


Walthard, H.: The Influence of a Diseased Kidney 
on the Healthy Kidney: Experimental Studies 
on the Question of Nephrotoxins and a Contri- 
bution on the Determination of Renal Func- 
tion by Means of Indigocarmine (Ueber den 
Einfluss der einen kranken Niere auf die andere 
gesunde Niere; experimentelle Untersuchungen zum 
Studium der Nephrotoxinfrage, zugleich ein Beitrag 
zur Nierenfunktionspruefung mit Indigocarmin). 
Ztschr. f. urol. Chir., 1924, XV, 263. 


The author’s experiments on puppies have shown 
that after an operation on one kidney which is 


followed by aseptic resorption of destroyed kidney . 


tissue, the other kidney almost always shows 
injuries. The injuries to the other kidney are usually 
manifested by albuminuria, often by hematuria, 
and occasionally by cylindruria. Very frequently 
also there is a delay in the excretion of indigo- 
carmine. 

Microscopically the injury is usually demonstrated 
by hyperemia, often with extravasation of red blood 
cells into Bowman’s capsule and the urinary tubules, 
and by the excretion of albumin and casts. The cells 
of the renal parenchyma, especially in the convoluted 
tubules, show no or scarcely any changes with 
the stains used. The majority of the experiments 
showed that the symptoms of kidney injury entirely 
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disappeared after a few weeks, often after a few days. 
The slowest to disappear was the albuminuria. ~ 
The products of tissue destruction thrown into the 
circulation from the operatively injured kidney have 
a toxic effect on the entire organism, including the 
healthy kidney, similar to that of parenterally 
injected protein, but whether it has a specific 
affinity for the other kidney and injures it more 
intensely than the other organs has not been de- 
termined. 
In most of the experiments indigocarmine proved 
a valuable agent for the determination of kidney 
function, but in a considerable number of instances 
it failed. These failures suggest that under otherwise 
similar conditions the excretion of indigocarmine in 
puppies differs from its excretion in man and gives 
less exact and complete information concerning the 
anatomical and functional condition of the kidney, 
Cotmers (Z).. 


White, H. P. W.: The Clinical Features and Diag- 
nosis of Hydronephrosis. Brit. M. J., 1924, ii, 
1043. 


The author deals with the pelvic type of hydro- 
nephrosis which is known also as the intermittent 
or congenital type. This occurs most frequently in 
the third decade of life and twice as often in the 
female as in the male. 

The symptoms are variable. The most common 
symptom is pain. This is most severe in the earliest 
cases, but may be absent. Frequency in the attacks 
and the chronic form are due to associated pyelitis. 
Hematuria, a not-uncommon complication, results 
from a superimposed infection or from obstruction 
to a vein by pressure between an artery and the 
distended pelvis. Infection may complicate the 
hydronephrosis at any stage, but often there is 
extreme dilatation before pyonephrosis results. 

Because of the certainty of diagnosis by cysto- 
scopic methods, operative procedures for diagnostic 
purposes are unjustifiable. The diagnosis of hydro- 
nephrosis can usually be verified by pyelography 
and functional tests. C. D. Hotmes, M.D. 


Horder, Sir T., Spilsbury, Sir B., Forbes, A. G., and 
Weber, F. P.: A Discussion on Polycystic Dis- 
ease of the Kidneys. Proc. Roy. Soc. Med., Lond., 
1924, xvii, Sect. Urol., 66. 

Three cases of polycystic disease of the kidneys 
under observation in St. Bartholomew’s hospital 
are reported: Two of the patients were men 43 
and 53 years of age respectively and one patient was 
a woman of 34 years. An analysis of these cases 
confirmed the few facts already known concerning 
this mysterious affection—that it is not very uncom- 
mon, that it occurs in both sexes, that the patients 
come under observation when they are between the 
ages of 30 and 50 years, either because they are 
suffering from the symptoms of chronic rena! dis- 
ease or because they notice the presence of an 
abdominal tumor which causes pain or symptoms ol 
obstruction. 
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The course of the disease is slow. The patients are 
subject to intercurrent tubal nephritis, and when 
the disease affects both kidneys, as seems usually 
the case, eventually die of uremia. If the cysts 
affect only one kidney and this organ is removed, 
the patient may live in a fair state of health for 
several years. It is sometimes difficult to determine 
whether the disease is unilateral or bilateral, but it 
must be remembered that the disease in one kidney 
may precede that in the other by a very considerable 
time interval as regards demonstrable enlargement. 
Removal of one kidney is justified only when the 
tumor is causing serious symptoms and the other 
kidney shows so little enlargement that, even if it 
is aflected, the condition will not advance to the 
uremic stage for several years. 

The author has not come across the familial factor 
said to be present in some cases; nor has he seen 
associated congenital defects, such as hypospadias, 
harelip, etc. 

SPILSBURY reported the cases of three males be- 
tween 47 and 53 years of age. One died of cerebral 
hemorrhage and two from uremia. Of special 
interest in the postmortem examination was the 
presence of small cysts in the liver. Most of these 
were 4 in. or less in diameter and were filled with a 
colorless watery fluid. The function of the liver was 
not impaired. The cysts were lined with a single 
layer of flattened cuboidal cells supported by a 
fibrous capsule. Some of them were connected with 
the portal areas, and many of these areas contained 
multiple bile ducts. 

The kidneys showed the usual picture. In all 
cases the suprarenal glands and the cortex especially 
were hypertrophied. The structure and distribution 
of the renal cysts lend support to the view that the 
cystic condition is congenital and due to partial 
failure in the fusion of the secreting tubules with the 
excretory ducts, a fusion which should occur at the 
level of the collecting tubules. This view implies 
that the cysts are derived from secreting tubules 
which have undergone gradual distention by the 
secretion. The failure in the renal function is due to 
the secondary development of nephritis in kidneys 
already crippled by cystic disease. 

In some cases, cystic disease of the liver is asso- 
ciated with that of the kidneys. The congenital 
origin of these cysts is suggested by their occurrence 
in infancy and by the occasionally associated pres- 
ence of other malformations. The cysts resemble 
dilated bile ducts, but contain no bile. 

SIR GRAHAM FORBES reported two cases. 

A synopsis of collected cases of polycystic disease 
of the kidneys is appended. This comprises eight 
congenital cases and thirty-nine in which the con- 
dition occurred in adults. H. A. Fow er, M.D. 


Weber, F. P.: Lipoid Speckling of the Renal Cortex 
—the So-called ‘‘Myelin Kidney.”’ Proc. Roy. 
Soc. Med., Lond., 1924, xvii, Sect. Urol., 61. 


_ At autopsy the cortex of the kidney is sometimes 
found marked by minute, opaque whitish or yellow- 
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ish-white specks or streaks. These are due to the 
deposit of lime salts or to lipoid degeneration, a 
condition known as “myelin kidney.” 

Lime deposits in the kidney occur in diseases 
associated with the absorption of bone and bone 
salts, especially malignant tumors. 

In the myelin kidney the specks and streaks are 
due to infiltration with a lipoid substance to which 
the name ‘‘myelin’’ was originally applied by Vir- 
chow. In sections, this substance assumes a brown- 
ish-pink color when stained with Sudan III and 
is doubly refracting to polarized light. While it 
is frequently deposited in amounts which do not 
alter the gross appearance of the kidney, the term 
‘“‘myelin kidney”’ is applicable only when it occurs 
in amounts sufficient to give the characteristic 
appearance easily recognized without the micro- 
scope. The deposit occurs chiefly in the interstitial 
tissue. The cells present a foamy cytoplasm and 
resemble xanthoma cells. 

The two patients whose cases are reported by the 
author presented the picture of chronic interstitial 
nephritis and died of uremia. Myelin kidney is 
generally found in old nephritic cases with mixed 
lesions of chronic parenchymatous and secondary 
interstitial nephritis. The diagnosis of myelin kidney 
is justified by the discovery of large numbers of li- 
poid tube casts in the urine. H. A. Fowter, M.D. 


Mathe, C. P.: Carbuncle of the Kidney. California 
& West. Med., 1924, xxii, 601. 


The patient whose case is reported was a woman 
23 years old who was admitted to the hospital 
November 30, 1923. In September, 1923, she was 
treated for pustules on the skin covering the right 
jaw bone and on the upper lip. The superficial crust 
of the pustules was removed and boric acid com- 
presses were applied. On October 3, 1923, two boils 
developed under the right jaw-bone and attained the 
size of an almond. These drained slightly and closed 
quickly, disappearing in a few days. 

In the following three weeks the patient suffered 
from malaise, loss of appetite, and lack of ambition. 
On October 31, 1923, she noted, after taking a hot 
bath, a dull, aching, non-radiating pain in the right 
lumbar region. This persisted unchanged for three 
days, but then became very sharp and intermittent 
in character, coming on at intervals of from three to 
six hours and lasting for two or three minutes. A 
high fever developed on the evening of the fourth 
day and lasted for two days. The attacks of pain 
were accompanied by nausea and the belching of gas, 
and sometimes by vomiting. There was also slight 
dysuria with an increase in frequency of urination 
and nycturia. No hematuria, calcuria, nor cloudy 
urine was observed. 

The findings of the blood examination were: 
hemoglobin, 60 per cent; erythrocytes, 3,664,000; 
leucocytes, 18,100; polymorphonuclear leucocytes, 
72 per cent; small mononuclear lymphocytes, 20 per 
cent; and large mononuclear lymphocytes, 8 per 
cent. The blood culture showed staphylococcus 
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aureus. Chemical analysis of the blood revealed urea 
nitrogen, 12.5 mgm., non-protein nitrogen, 23.7 
mgm., and creatinine, 1.6 mgm. per too c.cm. A 
catheterized specimen of urine showed no acid-fast 
or other organisms in the stained smear. A faint 
trace of albumin and an occasional leucocyte were 
seen. Following the intramuscular injection of 
phenolsulphonephthalein 67.5 per cent was recov- 
ered in two hours. 

The X-ray examination revealed enlargement of 
the right kidney but no evidence of stone in either 
tract. The pyelogram on the right side showed a 
narrow pelvis with elongation of the upper primary 
calyx. There was blunting of the minor calices of the 
upper two primary calices. Medial to the upper 
primary calyx a pocket-like defect was seen. At the 
ureteropelvic juncture there was marked kinking of 
the ureter. 

The usual curved linear lumbar incision for 
nephrectomy was made on the right side. When 
Gerota’s capsule was opened 60 c.cm. of clear serum 
exuded. The kidney was found densely adherent to 
the surrounding structures, particularly in the mesial 
portion of the upper pole. On the anterior mesial 
aspect of the upper pole was a tumor mass 5 cm. in 
diameter. From the center of this mass, which was 
softened and necrotic, pus exuded and had dissected 
away the upper third of the true kidney capsule 
which was not perforated. Through the capsule 
could be seen a collection of sanguinopurulent fluid 
containing numerous large white flakes. The pedicle 
was clamped and tied off with No. 2 catgut and the 
kidney removed with care not to rupture the renal 
capsule containing the pus. Louts Gross, M.D. 


Hill, J. H., and Bidgood, C. Y.: The Effect of 
Intravenous Injection of Mercurochrome on 
the Kidneys. Bull. Johns Hopkins Hosp., Balt., 


1924, XXXV, 400. 


It is not uncommon for the intravenous injection 
of mercurochrome to be followed by a transitory 
nausea, vomiting, and diarrhoea and the excretion of 
casts and a slight amount of albumin in the urine. 
The authors therefore attempted to determine the 
degree and duration of such gastro-intestinal and 
renal irritation. 

In their first experiment five rabbits were injected 
with from 1 to 10 mgm. of mercurochrome per kilo 
of body weight and killed and examined two days 
later. The injection of doses up to 5 mgm. per kilo 
of body weight produced practically no renal change. 
Doses of from 5 to 7.5 mgm. caused a very slight 
change, and doses of 1o mgm. caused definite kidney 
injury. 

A second experiment was done to determine 
whether any added damage results from repeated 
injections. Twelve injections each of 1, 2.5, and 5 
mgm. per kilo of body weight were given each of 
three rabbits twice a week over a period of six weeks 
and the animals killed and examined two days after 
the last injection. The renal changes were no greater 
in degree than those found in the rabbits of the first 


series which received only a single injection of the 
corresponding dose. 

In order to determine the duration of the renal 
damage three rabbits were injected as in the second 
series but were not killed until two months after the 
last injection. In each of these animals the kidney 
picture represented minimal renal change. Hence it 
may be concluded that the retrograde changes seen 
in the kidneys soon after the injection are not 
permanent. 

In conclusion the authors state that intravenous 
mercurochrome causes a mild reaction in the kidney 
which is proportional to the dose given. Doses up to 
7-5 mgm. per kilo of body weight do not destroy the 
tubular epithelium, but a dose of 10 mgm. per kilo 
causes definite damage. 

As repeated injections do not cause any added 
damage, mercurochrome may be given with safety as 
often as twice a week, provided a dose of 5 mgm. per 
kilo of body weight is not exceeded. In cases of 
slight renal damage the kidneys show no evidence of 
any lesion at the end of two months. 

C. D. Homes, M.D. 


Hunt, V. C.: Perinephritic Abscess. J. Am. M. Ass., 
1924, Ixxxiii, 2070. 

The author prefers a classification on an etiological 
basis to the accepted classification because the series 
of cases studied revealed no example of primary 
infection of the perirenal tissue resulting in abscess. 
Perinephritic abscess may be of renal or extrarenal 
origin. The former type is caused by pyonephrosis, 
lithiasis, tuberculosis, and traumatic rupture. The 
latter arises either by direct extension or by metas- 
tasis along lymphatic and vascular pathways. 
Direct extension from abscesses above or below the 
diaphragm or following appendicitis is rare. 

In the series of cases studied, 106 consecutive cases 
of perinephritic abscess, the lesion was secondary to 
disease of the kidney in 44.3 per cent. Cortical 
abscess was the most common cause. The contention 
that such lesions of the kidney are due to hema- 
togenous infection was supported by the fact that 
in 55.7 per cent no primary renal lesion was demon- 
strable and by the tendency toward recovery after 
simple drainage. 

The incidence of involvement of the right and left 
kidneys was about the same, but the lesion was 
almost twice as common in males as in females. The 
one case of bilateral abscess is reported in detail. 

The necessity for early diagnosis is obvious, but 
unlike intrinsic kidney affections, perinephritic 
abscess usually does not cause the appearance ol 
abnormal elements in the urine until the cortical 
abscess has reached the calices. Pyelography is of 
little help until the later stages are reached. Tender- 
ness may not be found at its classical location. The 
early diagnosis of perinephritic abscess of extrarenal 
origin embraces the consideration of all causes of 
high fever, leucocytosis, and general sepsis. The 
possible etiological relationship of the condition to 
peripheral infections must also be borne in mind. 
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The diagnosis may be confused by the onset of 
pulmonary complications. 

The prognosis varies with the cause. In the cases 
reviewed there was a death rate of 6.6 per cent in 
the hospital, and of 17.9 per cent up to five years 


after operation. Most of the deaths occurred in 
cases of cortical abscess and abscess secondary to 
renal tuberculosis. 

When the abscess was metastatic or secondary to 
cortical abscess, simple drainage was usually enough. 
When it was secondary to intrinsic kidney disease, 
either primary or secondary nephrectomy was nec- 
essary unless simple lithiasis was the cause of the 
abscess. 

Eleven case records of metastatic abscess are cited 
and tabulated. The original infection was usually 
of the furuncle type, but in one case was in the 
tonsils. Drainage was sufficient except in one case 
in which nephrectomy was necessary. There was 
one death. 


GENITAL ORGANS 


Rolnick, H. C.: Experimental Studies on the Vas 
Deferens. J. Urol., 1924, xii, 445. 


To determine the permanency of injury to the vas 
deferens caused by the injection of various anti- 
septics Rolnick performed ninety-one vasotomies on 
dogs and supplemented this study by clinical 
observations. Mercurochrome, mercurophen, mer- 
oxyl, collargol, and chlorazene were employed. To 
determine the margin of safety in their use with 
respect to their irritant and corrosive action on the 
lining of the vas each was used in greater concentra- 
tion than their therapeutic strength. 

The study indicates that all of the antiseptics used 
injured the vas to some extent, some producing 
marked destruction and others causing only slight 
irritation. 

Rolnick is of the opinion that vasotomy with 
injection of the seminal vesicles should be tried when 
repeated massage does not bring about the desired 
results. When surgical drainage or removal of the 
vesicles is indicated, he suggests that injection of 
the vesicles through the vas be tried first. 

Attention is called to a previous report of experi- 
ments which demonstrated that the vas deferens has 
a remarkable regenerative capacity similar to that 
of the urethra, bladder, and fallopian tubes. 

Dogs were used for experiments because of the 
easy access to the vas deferens. The usual technique 
for injection of the vas was used. The animals were 
killed at intervals varying from three to seventy-six 
days. Most of them were killed after three weeks. 

The gross and microscopic findings are reported in 
detail with a summary of the operations grouped 
according to the drug used. A great many photo- 
graphs and microphotographs show clearly the 
points emphasized. 

_ Rolnick warns against the establishment of a 
fistula to permit daily irrigation. In his experience 
this causes a permanent occlusion. When necessary, 
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a secondary vasotomy may be performed at the end 
of from four to six weeks. 

A complete record of each dog operated upon is 
appended at the end of the article. 

The author draws the following conclusions: 

1. Mercurochrome is not a safe antiseptic for 
vasotomy because it is an intense irritant to the vas 
and in the majority of cases produces permanent 
occlusion. Meroxyl is more corrosive than mercuro- 
chrome. In an appreciable number of cases, mer- 
curophen, although less irritating, will cause occlu- 
sion if it is employed in sufficient therapeutic 
strength. 

2. Collargol occludes often enough so that it 
should be employed with caution or be substituted 
by chlorazene. 

3. Chlorazene in a solution of from 1:1,000 to 
1:400 can be employed without fear of permanent 
occlusion as a sequel. Gicpert J. THomas, M.D. 


MISCELLANEOUS 


Helmholz, H. F., and Millikin, F.: An Experi- 
mental Study of Therapeutic Procedures in 
Pyelocystitis. Am. J. Dis. Child., 1924, xxviii, 
700. 

These studies were undertaken because the results 
of treatment of pyelocystitis are still far from satis- 
factory. 

1. The use of alkalies in infections of the bladder 
in rabbits. Eleven rabbits were injected intra- 
cystically with 1o c.cm. of a mixture containing equal 
amounts of a 5 per cent starch solution and a twenty- 
four-hour culture of colon bacilli in dextrose brain 
broth. After the infection was established five 
rabbits were given 0.5 gm. of sodium bicarbonate 
twice a day. Six rabbits were used as controls. Un- 
fortunately, two of the five rabbits died from inter- 
current infections so that only three were available 
for study. Three of the six control rabbits did not 
develop a very definite infection of the urinary tract. 
The results of the experiments show that the use of 
alkalies definitely increases the output of urine and 
may have some effect in decreasing the bladder 
infection. 

2. The pyrogenetic action of the filtrates of 
colon bacilli. Several series of experiments were 
done, rabbits being injected with the filtrates of 
colon-bacillus cultures grown in acid and alkaline 
broths. In almost every instance the injection was 
followed first by a rise in the temperature and then 
by a drop. Little difference was manifest between 
the results of the injection of the filtrates, but if a 
subnormal temperature is taken as a criterion the 
alkaline broth filtrate was more toxic than a similar 
acid filtrate. Filtrates of colon cultures grown in 
sugar-free and sugar-containing broth were also in- 
jected into rabbits. There was no constant or essen- 
tial difference in the reactions. 

3. The effect of a change of reaction of the medium 
on the growth of the colon bacillus. A series of 
experiments to determine the effect of a rapid change 
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in reaction on the growth of the colon bacillus re- 
vealed that the growth of the colon bacillus tended 
to make alkaline media acid, and acid media more 
acid in the presence of sugar; in sugar-free broth the 
acid media became alkaline, and the alkaline media 
more alkaline when bacillus coli was grown in them. 
When the colon bacillus when transferred from 
alkaline to acid media its growth was very markedly 
inhibited, but when it was transferred from acid to 
alkaline media no effect was noted. 

4. The use of acriflavine. As acriflavine acts best 
in alkaline urine, it seemed an ideal drug to combine 
with the alkalies in the treatment of the pyelitis of 
infancy. However, in the cases of three children it 
was without the slightest effect on the infection. 
The dosage was increased up to a point at which 
gastro-intestinal symptoms were produced. Al- 
though the number of cases is too small to warrant 
definite conclusions, it can be said that with an 
alkaline urine, the largest tolerated dose of acri- 
flavine did not give satisfactory results. 

5. The use of urotropin. The authors’ previous 
results with urotropin were relatively unsatisfactory, 
probably because the dosage was rather low and the 
reaction of the urine not sufficiently controlled. 
The first case was particularly unfavorable, but in 
the course of eleven days the urine became sterile. 
In ten of seventeen cases of chronic pyelitis they were 
able to clear up the infection completely. Six 
patients were unable to remain for observation, and 
in one case the treatment failed definitely. Large 
doses of urotropin can be given only when large 
amounts of fluid are being taken. In every case the 
attempt was made to keep the hydrogen-ion con- 
centration of the urine between 5.8 and 7. For- 
maldehyde was never present in concentration 
greater than 1:20,000, and usually its concentration 
was less than 1:100,000. Therapeutic effects were 
obtained even when the concentration of formal- 
dehyde seemed insufficient to account for the fav- 
orable action. 

6. The use of calcium chloride in acidifving urine. 
The urine of patients with pyelitis may be kept con- 
stantly at a hydrogen-ion concentration of 5 or 
below by the administration of from 2 to 3 gm. of 
calcium chloride four times a dav at six-hour inter- 
vals. Ammonium chloride may be used in similar 
dosage. Calcium chloride is of great value in bring- 
ing about a rapid change from alkaline to acid urine. 
The authors have found that the growth of the 
staphylococcus is frequently inhibited at a hydrogen- 
ion concentration of 5.2 in buffered broth. It seems 
probable, therefore, that if a hydrogen-ion concen- 
tration can be maintained constantly between 4.5 
and 5 for a prolonged period of time, infections with 
staphylococci may be cleared up by the control of 
the reaction alone. 


Stirling, W. C.: Intradural Anzsthesia in Genito- 
Urinary Surgery. J. Urol., 1924, xii, 535. 


From a series of 168 cases the author concludes 
that the objections to intradural anesthesia are in 


large measure unfounded. Uremia is responsible for 
at least 60 per cent of the deaths following prosta- 
tectomy. Chute has said that the majority of deaths 
following the enucleation of the prostate are due to 
inhalation anesthesia. 

Stirling induced caudal anesthesia in twenty-five 
cases but found it necessary to give ether or gas in 
addition when deep manipulation or traction was 
necessary. One patient went into a dangerous col- 
lapse after the injection of 30 c.cm. of 1 per cent 
novocain into the sacral canal. Sacral anesthesia 
does not give relaxation of the abdominal wall. 
Spinal anesthesia gives perfect relaxation of the 
abdominal wall. It rests the heart, slows respiration, 
and lowers the blood pressure. Only a moderate drop 
in the blood pressure and very little shock may be 
expected if the spinal anesthesia is given low so that 
the splanchnic area is avoided. Spinal anesthesia 
has been induced successfully in as many as 7,000 
cases with no mortality traceable to the anesthetic. 

Stirling uses a 5-c.cm. Luer syringe with a 20- 
gauge flexible needle and pure novocain hydro- 
chloride crystals put up in sterile ampoules which 
will hold sufficient fluid to dissolve the crystals. The 
dose of novocain hydrochloride varies from 100 to 
120 mgm. One centigram is given for each 5 kgm. of 
body weight. 

Spinal anesthesia is indicated for all genito- 
urinary operations below the umbilical region at any 
age in patients with a high blood pressure and with 
respiratory diseases. It is contra-indicated in the 
cases of very nervous persons and those with hypo- 
tension. In Stirling’s cases the patient is placed on 
either side with his back well bent. The iliac crests 
are used as a guide. 

Injection into the second lumbar space will give 
anesthesia as high as the nipple sufficient for 
nephrectomy. For operations on the prostate and 
bladder, injection into the fourth interspace is best. 
The skin having been sterilized and anesthetized, a 
20-gauge needle is inserted until spinal fluid escapes 
and a sufficient quantity has been collected to dis- 
solve the crystals. From 10 to 15 c.cm. of spinal fluid 
are then collected and discarded, and the dissolved 
solution is slowly introduced, fresh spinal fluid being 
aspirated several times to be sure the needle is in 
place. One cubic centimeter of pituitrin is given 
immediately to preserve arterial tension. Anes- 
thesia sufficient for operation lasts for from sixty to 
ninety minutes. ; 

The author strongly advocates spinal ancesthesia 
as a routine for surgery below the costal margin. 

BENJAMIN F. Rotter, M.D. 


Lowsley, O. S., and Rogers, H. E.: One Hundred 
and Seventeen Consecutive Major Urological 
Operations Performed under Regional Anzs- 
thesia. J. Urol., 1924, xii, 543. 


The authors maintain that as nearly every disease 
of the urinary organs is accompanied by renal defi- 
ciency, every possible burden should be removed 
from the kidney by the use of regional anwsthesia. 
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In their own cases the patient is given large doses 
of sodium bicarbonate by mouth or by Murphy drip 
forty-eight hours before the operation, and 1% oz. 
of castor oil at noon of the day before operation. 
One hour before the operation 1% gr. of morphine in 
2 ¢.cm. of 50 per cent magnesium sulphate is given. 
This is repeated in one half hour and, if necessary, 
as the patient starts for the operating room, or */300 
gr. of hyoscine and '/6 gr. of morphine are ad- 
ministered. 

The patient is placed on his abdomen on the 
operating table and a 6-in. needle is inserted from 
14 to 2 in. in a sacral hiatus. If blood escapes, the 
needle is withdrawn until the blood ceases to appear. 
If spinal fluid escapes the injection is postponed until 
another day. If solution runs in easily the needle is 
in the canal. 

From 30 to 60 c.cm. of a 2 per cent plain novo- 
cain solution are used. The injection is extradural. 
From 3 to 5 c.cm. of novocain are then injected into 
the first, second, and third sacral foramina. ‘The 
operation is begun after thirty minutes. 

The authors usually perform the perineal pros- 
tatectomy. In this procedure the internal and exter- 
nal sphincters are uninjured and the verumontanum 
and ejaculatory ducts are preserved. The prostatic 
capsule is packed with gauze for eighteen hours. 
The bladder is drained by a large catheter in the 
urethra. The levator ani is brought together with 
one catgut stitch and the skin sutured with silkworm 
gut. Almost no ether is necessary. 
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The anesthesia described is indicated absolutely 
in cases with lung disease. 

The average age of seventy-five men subjected to 
prostatectomy was 64 years. The average time in 
the hospital was forty-two and one-half days. In 98 
per cent of the cases the urine was abnormal. The 
average return in two hours from the intravenous 
injection of phenolphthalein was 32 per cent. In 
88 per cent of the cases suprapubic drainage was 
effected. 

The average blood-urea retention was 22.4 mgm. 
per 100 c.cm. The average time required for the 
operation was twenty-two minutes. The hemor- 
rhage was much less than when anesthesia is in- 
duced by inhalation. The anesthesia persisted for 
from six to eight hours after the operation and re- 
duced the operative shock. ‘The perineal tube was 
removed after three days. The patient was usually 
sitting up on the fourth day. Partial control of 
urine had returned at the end of nine days and com- 
plete control after seventeen days. In every case the 
suprapubic wound was closed by the twentieth day. 

The postoperative complications were very few. 
There were four deaths and one case of severe shock. 
One death was due to embolus, one to shock and 
hemorrhage, one to cellulitis, and one to syphilis. 

The anesthetic should be injected slowly and care- 
fully, and no more than 1.5 gm. of procaine should 
be used for any one operation. Adrenalin should not 
be employed in any case. 

BENJAMIN F. Rotier, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Henderson, M. S., and Simon, H. E.: Brodie’s 
Abscess. Arch. Surg., 1924, ix, 504. 

The authors review the history and literature on 
Brodie’s abscess and discuss the symptoms, roentgen- 
ray findings, pathology, and differential diagnosis. 

Of the thirteen patients in the Mayo Clinic series, 
twelve were males. The oldest patient was 38 years 
and the youngest 11 years. The average age was 
21.5 years. The duration of the symptoms ranged 
from five weeks to fourteen years, with an average 
of seven years. All but two of the patients came to 
the Clinic because of pain, but complained chiefly 
of enlargement of the bone. One patient with in- 
volvement of the lower end of the femur gave a 
history of partial locking of the knee, which occurred 
six or seven times during the preceding year. Al- 
though seven of the patients complained of pain in 
the joint rather than in the end of the bone, only 
three of these had limitation of motion, and in one 
this was due to arthritis. 

In practically all of the cases, the onset of the 
condition was associated with intermittent pain. 
This was mild at first, but worse at night and grad- 
ually became constant and more severe. In all cases 
there was enlargement of the end of the bone. In six, 
there was associated tenderness with a moderate 
increase in the local temperature and slight redness. 
In five cases the temperature ranged between 99 
and 100 degrees F., and in one case it was 100.2 de- 
grees F. The highest leucocyte count observed was 
12,200. In six cases the leucocytes numbered be- 
tween 8,000 and 12,000, and in the remainder, be- 
low 8,000. 

Bacteriological studies were carried out in eight 
of the thirteen cases. In three, staphylococcus albus 
was found. In five, the cultures were negative. In 
five cases animal inoculation tests were made for 
tuberculosis, but the results were negative. 

In eight of the thirteen cases the results following 
operation were entirely satisfactory. In four cases 
drainage developed one, two, five, and seven months 
respectively after the operation, and in one case in 
which no abscess was found at operation there was 
a recurrence of symptoms after two months. The 
treatment was simple drainage, with primary closure 
in two cases which were quiescent. In cases with 
signs of greater activity, curettage and drainage 
were employed, and in some instances were followed 
by the use of phenol and alcohol or iodine to swab 
out the cavity, by the introduction of an iodoform 
pack, or the use of dichloramine-T. 

Cases accepted as Brodie’s abscess were those in 
which involvement of the cancellous tissue at the 


ends of the long bones was evident. The authors 
believe it is only these that present the true picture 
described by Brodie. 

Speculation as to the cause of the activation of the 
process has led to various theories. The ability of 
bacteria to lie dormant in a focus for years is proved 
by the finding of typhoid bacilli in the gall bladder 
years after the acute infection, and by cases of 
chronic osteomyelitis in which there are periods of 
quiescence extending over many years. Given, then, 
a dormant focus in a bone in a case in which the 
general resistance is just great enough to hold the 
organisms in check, activation of the process de- 
pends only upon a lowering of the local or general 
resistance. Of the thirteen patients treated at the 
Mayo Clinic, six stated that their symptoms began 
after a local trauma. In three the onset very def- 
initely followed an attack of influenza, and in one 
it followed an attack of scarlet fever after local 
trauma. 

The following conclusions are drawn: 

1. The symptoms of Brodie’s abscess are charac- 
teristic, and may be explained on a_ pathological 
basis. 

2. Brodie’s abscess is a focus of infection situated 
in the spongy portion of the long bones near the 
epiphyseal line, arising as a remnant of a former 
osteomyelitis or of unexplained origin. 

3. There is often a period of latency, which may 
be fairly long, during which the resistance of the 
body and the local wall of sclerosed bone at the 
abscess margin holds the process in abeyance. 

4. The process may burst into activity as the 
result of a lowering of the resistance such as may 
occur from trauma or acute infection. 

5. The occasional complications are: (a) sinus 
formation with sequestrum, (b) extension into 
the diaphysis, (c) deterioration of the general health, 
and (d) marked enlargement. 

6. The condition is not of tuberculous origin. 

7. Surgical treatment suited to the location in 
the bone and to the type of abscess results in a 
cure in the majority of cases. Occasionally, however, 
there may be a recurrence. 


Meyerding, H. W.: Roentgenographic Types of 
Sarcoma of the Long Bones. Radiology, 1924, 1. 
457- 

The author states that by correlation of the roent- 
genographic findings with the history and the clin- 
ical findings, a correct diagnosis of malignancy can 
be made in a large percentage of cases of sarcoma 
of the long bones without surgical interference. Be- 
fore sacrificing a useful limb by amputation, It Is 
advisable to perform a biopsy and obtain the path- 
ologist’s opinion. 
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The cases considered in this article were proved 
microscopically. Roentgenographically, the most 
characteristic type of long-bone sarcoma is a spindle- 
shaped swelling appearing in the diaphysis and ap- 
parently pushing the periosteum out. In the sub- 
stance of the tumor fine lines of bone resembling sun 
ravs are seen. The growth has a distinct outline; it 
may be an irregular mass of bone appearing beyond 
the cortex. The shaft appears clear or slightly ir- 
regular. 

Another characteristic type is the sclerosed type 
which presents a central mass of increased density 
at the end of the shaft. The entire bone is involved. 
The periosteal type appears to involve only one side 
of the bone and is apparently unable to form bone. 
Central tumors may resemble cysts. Occasionally 
the roentgenogram of sarcoma presents the picture 
of destructive arthritis, and in some postoperative 
cases it may suggest osteomyelitis. 

The author contends that although it is usually 
possible to diagnose sarcoma of the long bones from 
the roentgenogram, the history and the clinical and 
laboratory findings should also be considered care- 
fully. Paut N. Jepson, M.D. 


Darling, B. C.: The Sacro-Iliac Joint: Its Diagnosis 
as Determined by the X-Ray. Radiology, 1924, 
iii, 486. 

This article is limited to the consideration of what 
is variously called sacro-iliac dislocation, subluxa- 
tion, relaxation, separation, or sprain, resulting from 
traumatic injury or lifting. The great frequency 
with which this condition is credited with causing 
disability in industrial cases makes its definite 
visualization in the roentgenogram of considerable 
importance. In spite of numerous attempts with 
stereoscopic roentgen examinations, the author has 
been unable to convince himself conclusively of the 
feasibility of this method in uncomplicated cases. 
He draws the following conclusions: 

1. Backache is more dependent upon the soft 
tissues, ligaments, muscle fibers, bundles, sheaths, 
nerves, and neuralgias than dislocations of joints. 
Sacro-iliac and lumbosacral sprains seem more likely 
to be the cause than demonstrable relaxations or 
subluxations. 

2. As the sacro-iliac joint has a synovial lining, it 
is subject to arthritis from infection. 

3. Sacro-iliac strain, relaxation, subluxation, or 
dislocation may exist clinically, but cannot be shown 
definitely by roentgen-ray examination if and when 
“the motion consists of a forward and backward 
tilting of the sacrum in relation to the ilium” 
(Goldthwait). 

4. Only when there is actual separation of the 
pelvic girdle, such as complete fracture with dis- 
placement or complete separation at the symphysis, 
will the roentgen-ray show a definite sacro-iliac 
separation or relaxation. 

5. Roentgenograms of the pelvis are at their best 
only when the pelvis is level and correctly centered 
in relation to the central ray. Since a degree of 
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curvature of the spine is common, this may be diffi- 
cult to attain. The stereoscopic shift should be 
vertical and not across the pelvis. 

6. Roentgenograms made improperly are often 
misinterpreted as showing separations which do not 
exist. This is a too common error due to zealous 
attempts to make or support a diagnosis. 

Apo_pH HartuncG, M.D. 


Noble, T. P.: Pseudocoxalgia. J. Bone & Joint Surg., 
1925, Vii, 70. 

Pseudocoxalgia was first described by Legg. The 
term ‘‘pseudocoxalgia” originated with Calvé. 
Perthes gave a classical description of the condition 
and applied to it the name ‘‘osteochrondritis de- 
formans juvenilis.” 

The author based his studies on fifty-six cases of 
pseudocoxalgia examined at the Mayo Clinic. On 
the basis of clinical symptoms and the roentgenolog- 
ical findings he divides the course of the disease into 
five stages. The initial stage, which lasts for about 
six months, is characterized by the disk-like appear- 
ance of the head of the femur in the roentgeno- 
grams. As the symptoms are slight, the patient is 
seldom examined at this stage. 

The fragmentary stage lasts from one to two years. 
It is during this period that most of the patients are 
brought for treatment. The symptoms are at their 
height, and there may be acute phases which mean 
a temporary increase of muscle spasm and pain on 
motion of the hip. The X-ray shows the epiphysis 
broken into three or more fragments. The roof of 
the acetabulum lies at an angle of 45 degrees. The 
epiphyseal line is irregular and broken, and assumes 
an oblique position. Clear bones are seen in the neck 
of the femur. The neck thickens on its under- 
surface, giving rise to a picture which simulates that 
of coxa vara, but theangle of inclination is not 
changed. 

The stage of recalcification and degeneration lasts 
from two to five years. In this stage the symptoms 
are less marked. The lime salts return and the clear 
zones disappear. The neck continues to thicken, 
while the head becomes enlarged, flattened, and 
displaced. 

The moulding of the head continues until adult 
life is attained, ending either in an oval or round 
head. 

Osteo-arthritic changes of adult life usually begin 
at the thirtieth year. 

Osteochrondritis of the spine, tarsal scaphoiditis, 
osteochrondritis of the head of the second and third 
metatarsals, and Schlatter’s disease are closely allied 
to pseudocoxalgia. 

No one theory advanced will explain the etiology 
satisfactorily. Probably two of the causal factors 
are a congenital weakness at the epiphyseal line and 
trauma. 

In the author’s opinion the most satisfactory 
treatment is slight abduction with a spica cast for 
six months, followed by massage and muscle train- 


ing. 








SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Magnus, G.: The Fate of Fat Interposed in Arthro- 
plasty (Das Schicksal des interponierten Fettes bei 
der Arthroplastik). Beitr. z. klin. Chir., 1924, cxxxi, 
670. 

The author investigated the following questions: 
What changes occur in the fat placed in the articular 
space in arthroplasty? How is the secondary artic- 
ular space formed? Does a metaplasia into cartilage 
occur in the region of the neo-arthrosis? Do opera- 
tively mobilized joints have a tendency to develop 
arthritis deformans? 

In experiments on animals it was found that by 
the tenth day after the arthroplasty only a little of 
the transplanted fat was left; on the thirty-first day, 
only a trace remained; and on the thirty-second day 
none could be found. The fat was rapidly and com- 
pletely destroyed and then replaced first by young 
connective tissue and ultimately by callus. No new 
fat is regenerated. 

The final result of the neo-arthrosis was the same 
histologically whether or not tissue was interposed 
between the bones and whatever tissue was used. 
The interposition of soft parts is not necessary after 
the resection of a joint. 

Arthritis deformans is not unusual. The process 
of transformation is still in progress after four and 
a half years. 

The question regarding metaplasia into cartilage 
is still unanswered as it is still impossible to speak 
of true end-results with regard to this change. 

Kocu (Z). 


Smith, S. A.: The Operative Treatment of Knee 
Flexion in Poliomyelitis. Brit. M.J., 1924, ii, 1002. 
Within the last three years Smith has treated 
fourteen cases of flexion deformity of the knees. 
Three were bilateral and eleven unilateral. In all, 
there was an extreme degree of paralysis. Muscular 
power, when present, was represented solely by the 
iliopsoas or the tensor fascia femoris. None of the 
patients with bilateral flexion deformity had at- 
tempted to walk since the onset of the condition, 
and two of them had never walked. Allof those with 
the unilateral condition had a “dangle leg” and 
walked only with the assistance of crutches. 

In the youngest patient, who was ro years old, the 
condition has been present for only a few months. 
The oldest patient was 41 years of age and had been 
affected since his seventh year. In twelve cases the 
flexion deformity was uncomplicated. The flexion 
ranged from 30 to 100 degrees, but after the opera- 
tion the patients were able to walk very well aided 
only by a boot with an elevation of about 4 in. The 
author’s operative technique is as follows: 

The patient is turned on his face and a sandbag is 
placed beneath the lower third of the femur. An 
assistant holds the foot, steadies the limb, and 
produces extension of the knee when called upon to 
do so. No tourniquet is used. A vertical incision in 
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the midline of the posterior aspect of the thigh and 
leg is carried from the midpoint of the thigh to the 
juncture of the upper and middle thirds of the leg. 
The deep fascia is incised, the skin is widely under- 
cut, and a transverse incision is made through the 
fascia about the joint level. 

The muscles bounding the popliteal space are 
dissected from the large mass of fat which surrounds 
the popliteal vessels and nerves and extends down to 
the popliteal fascia and the popliteal surface of the 
femur. When the hamstring tendons are tight, alj 
are divided, care being taken that the external 
popliteal nerve is freed from the inner surface of 
the biceps muscle at the point of section of the 
latter. 

The vessels and nerves are freed in the fat mass 
from the inner hamstrings and the inner head of 
the gastrocnemius. Muscular branches to the inner 
head of the gastrocnemius and the superior and in- 
ferior internal articular arteries require ligation. 
The inner head of the gastrocnemius is isolated and 
divided at its origin, and the muscle is turned down. 
The fatty mass is then pushed to the outer side until 
the azygos vessels are seen perforating the joint 
capsule. These vessels are divided between forceps 
and ligated. By retraction and further dissection, 
the entire mass, including vessels and nerves, is 
freed from the posterior aspect of the joint. 

Transverse section of the capsule is accompanied 
by forcible extension of the leg by the assistant. No 
very definite extension is gained until the posterior 
ligament is fully divided from side to side. This 
section includes the short external lateral ligament 
and the tendon of the popliteus. In the capsular 
wound, which becomes elliptical as the result of the 
extension of the leg, the posterior articular surfaces 
of the femoral condyles then appear. The posterior 
crucial ligament is then seen as a tight band which 
prevents full extension of the joint. On section of 
this ligament the limb easily extends, often by its 
own weight. The popliteal artery rarely appears 
tense, and the circulation in the foot generally re- 
turns within a few minutes. 

The patient is kept for a fortnight in a bed splint, 
and when the sutures are removed the limb is en- 
cased in plaster. The hip and foot deformities are 
treated subsequently. The shortening varies from 
1 in. to 4 in. The patient is taught to walk with a 
high boot and caliper. Passive movements o! the 
knees are made in order that, in the cases of adults, 
a jointed caliper can be substituted later. In only 
one case was manipulation under anesthesia neces- 
sary to produce knee flexion beyond 60 degrees. 

S. C. WoLpENBERG, M.D) 


Speed, J. S.: Synovectomy of the Knee Joint. /. 
Am. M. Ass., 1924, |xxxiii, 1814. 


While synovectomy dates back to Volkmann's 
work in 1877, the most important advances in this 
operation for the relief of various affections of the 
knee joint have been made since 1919 by Burghard, 
Swett, and Jones. 
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The author believes that synovectomy should be 
limited to joints in which the synovial membrane 
alone or with the cartilages has been irreparably 
damaged and the active process has subsided. In 
his series there were five cases of chronic arthritis 
(including the usual classification of infectious, 
hypertrophic, and atrophic types), in which, pre- 
sumably, all foci of infection had been removed but 
there was no relief of the joint symptoms. In two 
cases of the monarticular type the functional results 
were satisfactory. In one of three polyarticular 
cases, an excellent result—110 degrees of painless 
motion—was obtained which has lasted for four 
years. In another, improvement is noted but there 
is still some pain with limitation of motion. In the 
third, which was operated upon in an active stage 
of hypertrophic arthritis, the result was poor. 

Two cases of traumatic arthritis gave excellent 
results. In two cases of benign tumors with com- 
plete destruction of the synovial membrane, erosion 
of all of the articular cartilages, and destruction of 
the semilunar cartilages and crucial ligaments, all of 
the contents of the knee joint were removed and the 
raw bony surfaces were covered with a fascial trans- 
plant. This operation resulted in 60 degrees of pain- 
less motion in one case and 8o degrees in the other, 
with excellent stability which has continued for two 
years. In one case of osteochondromatosis, recur- 
rent after operation elsewhere, there was motion of 
80 degrees with good stability after synovectomy of 
both anterior and posterior compartments with re- 
moval of both semilunar cartilages and crucial liga- 
ments which were practically destroyed. 

The author uses the long medial incision following 
the quadriceps tendon and the medial border of the 
patella to below the tibial spine. The synovial mem- 
brane is removed by block dissection, the semilunar 
cartilages and crucial ligaments being included if 
necessary. It is usually not necessary to clean out 
the posterior compartment. A tourniquet is es- 
sential. 

The postoperative treatment consists of active 
motion at the earliest time possible, often the second 
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or third day after operation. A Thomas splint, 
hinged at the knee, is applied immediately after the 
operation. This is suspended from an overhead 
frame. Active motion is aided by pulleys under 
the control of the patient’s hand. Flexion con- 
tractures are prevented in this way. Physiotherapy, 
consisting of baking and massage, on about the 
seventh or tenth day aids in the absorption of exu- 
date and promotes the early return of function. 
Walking is begun at about the end of the third 
week. Daniev H. LevintHat, M.D. 


FRACTURES AND DISLOCATIONS 


Welch, J. S.: The Reduction and Control of Un- 
manageable Fractures by Means of a Metal 
Pry-Pin. Surg., Gynec. & Obst., 1924, xxxix, 822. 

A small blunt steel pin of a size depending on the 
thickness of the extremity, the size of the bone, and 
the strength of the muscles, is used as a lever be- 
tween the fragments. When one bone end is pried 
into apposition the other is used as a fulcrum. The 
pin should be rigid but should bend rather than 
break when extreme force is applied. One side may 
have teeth to assist in maintaining apposition. 

Under surgical asepsis the pin is directed into 
position and correct apposition of the fragments is 
determined with the aid of the fluoroscope. Surgical 
anesthesia is essential until the reduction is com- 
plete and the plaster dressing is on with the pin 
firmly incorporated in it. After from ten days to 
two weeks there is sufficient callus to retain the re- 
duced fragments in position. A go-degree rotation 
facilitates removal of the pin. In many cases -the 
pry-pin may be withdrawn immediately after the 
reduction if the fragment ends are sufficiently irregu- 
lar to retain their reduced position. 

The use of the pry-pin is limited to large bones 
with strong contracting muscles, cases in which 
soft tissues intervene between the fragments, and 
cases in which large vessels are very near the site of 
fracture. Over-exposure to the X-ray must be 
avoided. Daniet H. Levintuar, M.D. 











SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Reichert, F. L.: An Experimental Study of the 
Anastomotic Circulation in the Dog. Bull. 
Johns Hopkins Hosp., Balt., 1924, xxxv, 385. 

The author describes in detail the changes which 
occur in the large arteries at the site of ligation, and 
defines the collateral channels which develop after 
ligation of the main arterial trunks in the dog. 

After division of the abdominal aorta, these 
collateral channels are not vasa vasorum, but 
probably newly formed vessels. 

SAMUEL Kaun, M.D. 


Lockhart-Mummery, P.: Postoperative Pul- 
monary Embolism. Brit. M.J., 1924, ii, 850. 


Pulmonary embolism occurs most frequently 
following operations. It is fatal in one case in ten. 
There is little doubt that most of the cases of so- 
called postoperative pneumonia are in reality cases 
of pulmonary embolism. Pulmonary embolism 
develops most frequently on the eighth or ninth day 
after operation, but it may occur as early as at the 
end of twenty-four hours or as late as after eight 
wecks. 

The most dangerous period during pulmonary 
embolism is the first few minutes. If the patient 
survives for ten minutes he usually recovers if 
secondary pneumonia does not supervene. 

Cases of pulmonary embolism may be divided 
into three classes: (1) those in which death occurs 
instantaneously, (2) those in which death occurs 
after a few minutes or hours following an acute and 
sudden crisis characterized by dyspnoea and pain in 
the chest, and (3) those in which, after an acute 
crisis, the signs of pulmonary consolidation appear 
but the patient recovers. 

In the author’s opinion, instantaneous death must 
be due to a cerebral embolism, as it seems impossible 
that a normal heart would stop so suddenly as the 
result of blocking of the pulmonary artery. It is 
possible for a primary pulmonary thrombosis to 
result in cerebral embolism. 

Embolism causes pain first and an increase in the 
temperature later. In pneumonia the fever occurs 
first and is higher, dyspnoea is a late rather than an 
early symptom, and the illness is of much longer 
duration than that of embolism. 

The symptoms of pulmonary embolism are de- 
pendent upon the amount of lung tissue blocked 
off. The dyspnova is due to the strain placed upon 
the heart by the sudden limitation of the area of 
pulmonary circulation rather than by the sudden 
reduction in the breathing surface. It is the sudden 
strain on the heart that causes death. This fact is 
apparently not recognized, as the usual treatment 
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is the administration of stimulants. Cardiac stimu- 
lation is useless and even harmful. Instead, an 
attempt should be made to relieve the pressure in 
front of the heart by means of vasodilators. Amy] 
nitrate and morphine should be administered. ~ 

Pulmonary embolism is a secondary condition. 
The ‘primary intravascular clotting is in the iliac 
veins or inferior vena cava. There is little proof 
that the clot originates at or near the area of opera- 
tion. A large percentage of the operations that have 
been followed by pulmonary embolism were opera- 
tions performed on portions of the alimentary tract 
which drain into the portal veins, yet the embolus 
which caused death passed into the right auricle 
and plugged the pulmonary artery. The clot was 
therefore formed, not in the operative area, but al- 
most certainly in the iliac veins or vena cava. 

Venous stasis is the most important predisposing 
cause of pulmonary embolism. This explains why 
the condition rarely follows operations on the upper 
extremity; why it is frequent after pelvic operations 
in which the use of retractors and large packs and 
the immobility of the patient after the operation 
tend to retard the venous circulation; why it is 
most common in patients with abnormalities of the 
blood and circulation; and why it is never seen in 
children, whose circulation is more active than that 
of adults. 

Sepsis plays a secondary part in the causation of 
embolism. The majority of cases of pulmonary 
embolism are clean cases. If the conditions were 
septic, the secondary focus caused by the embolism 
would become septic and a pyamia would develop. 
There is no doubt, however, that sepsis is a con- 
tributory cause since septic wounds are more painful 
than non-septic wounds and therefore cause the 
patient to keep more quiet. Moreover, sepsis lowers 
the general health and may cause blood changes 
which favor intravascular clotting. 

While the chief factor producing pulmonary 
embolism after operation is venous stasis in the large 
veins of the abdomen, it is not the only cause as 
there is no evidence that lack of movement alone 
may result in thrombosis. The clotting of blood 
requires the presence of a substance called throm- 
bokinase. This substance is not normally present in 
the blood, but is found in all other tissues of the 
body and is liberated when a wound is made. 

Therefore, before a thrombus can be formed, 
there must be venous stasis and the presence in the 
blood of a certain amount of thrombokinase. Nei 
ther factor alone can produce a thrombus. Operation 
predisposes to thrombosis in two ways: it causes the 
liberation into the circulation of thrombokinase 
from the cut surfaces and it tends to produce venous 
stasis near the walls of large veins. The original 
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thrombus forms at operation and spreads during 
the period of quiescence immediately following. 

The treatment of pulmonary embolism is prin- 
cipally prophylactic and consists in preventing 
venous stasis. The present methods of inducing 
anesthesia preceded by a preliminary injection of 
morphine tend to slow the circulation. Preliminary 
purgation and starvation before and after operation 
should be abandoned. The patient should be placed 
in a comfortable position on the operating table so 
the circulation in the lower limbs and pelvis is not 
embarrassed; and loss of fluid by hemorrhage and 
vomiting, and lowering of the blood pressure by 
shock and prolonged anesthesia should be pre- 
vented. Cyrit J. Graspet, M.D. 


BLOOD; TRANSFUSION 


O’Brien, R. A., Hartley, P., Mackie, T. J., and 
Others: Discussion on Immunity. Brit. M. J., 
1924, li, 1095. 

In the immunological field, the word “specificity ’ 
indicates adjustment of the remedy to the infecting 
agent, even to the particular strain of organism. It 
has been applied also with regard to the relationship 
between the infecting organism and the host. Thus, 
diphtheria antitoxin is a specific remedy for diph- 
theria in the original immunological sense, and 
quinine is a specific for malaria in the second sense 
in which the word is used. Non-specific treatment 
is exemplified by the use of injections of milk or 
peptone in the cases of asthmatics. 

Non-specific agents do not release protective anti- 
bodies into the circulation. They have no protective 


, 


_or curative effect on specific infections or intoxica- 


tions. It is possible, however, that the injection of 
non-specific proteins activates groups of defensive 
body cells in a manner similar to that hypothecated 
for various chemotherapeutic agents. 

The chemical evidence as yet available to explain 
specificity is not large. While specific immunization 
must be regarded as the most effective method by 
which tissue resistance is increased, the development 
of an acquired specific immunity or the output of 
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specific antibodies may be influenced secondarily by 
non-specific or heterologous effects. 

As shown by immunity reactions in vitro, the 
antigenic values of detoxicated and defatted vaccines 
are in no way comparable with those of the ordinary 
heat-killed bacillary emulsions in saline. It therefore 
seems evident that the physical and chemical 
processes involved in the preparation of detoxicated 
and defatted vaccines are responsible for the marked 
loss of antigenic values. SAMUEL Kaun, M.D. 


LYMPH VESSELS AND GLANDS 


Knipping, H. W., and Kuemmel, H., Jr.: The For- 
mation of a Thoracic Duct Fistula and Ligation 
of the Thoracic Duct (Ueber die Bildung von 
Chylusfisteln und die Unterbindung des Ductus 
thoracicus). Beitr. z. klin. Chir., 1924, cxxxii, 123. 

The authors attempted to form a permanent 
fistula of the thoracic duct in dogs in order to study 
over a considerable length of time the resorption 
occurring through the duct. The four following 
methods were used: 

1. The duct was mobilized, ligated near the 
venous angle, severed, and then sutured into the 
skin. When this was done the secretion soon 
ceased. 

2. The duct was ligated and incised proximal to 
the ligature and a skin canal was formed to the in- 
cision. A mixture of lymph and wound secretion 
was discharged. 

3. The innominate and internal jugular veins 
were ligated near the juncture of the subclavian 
and jugular. The subclavian vein was then double 
ligated 10 cm. distally and severed between the two 
ligatures after ligation of the other branching veins 
in this region. When this was done, only the duct 
remained, and it was therefore possible to collect 
its secretion separately. 

4. The area of anastomosis of the duct was ex- 
cised with a piece of the wall of the vein. The duct 
was then mobilized and sutured into the skin. The 
best results were obtained by this method. 

BopE (Z). 











OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Martzloff, K. H.: The Use of Eserine and Strych- 
nine in Postoperative Abdominal Disten- 
tion: A Clinical Study to Determine the Pro- 
phylactic Influence of These Drugs in the Pre- 
vention of Abdominal Distention Following 
Operations on the Pelvic Viscera, Together 
with Some Other Considerations. Bull. Johns 
Hopkins Hosp., Balt., 1924, xxxv, 370. 

Martzloff briefly reviews the literature on the use 
of eserine and strychnine. 

The study reported in this article was made on 
162 cases from one twelve-bed ward on the gyne- 
cological service of the Johns Hopkins Hospital at 
Baltimore. 

All of the patients had been subjected to a major 
abdominal operation under ether anesthesia. Ac- 
cording to the type of operation performed, the 
cases were divided into seven groups as follows: 
seventy-six in which the uterus and the adnexa from 
one or both sides were removed; twenty-six in which 
a hysteromyomectomy was performed; twenty-seven 
in which both fallopian tubes, with or without one 
ovary, were removed because of chronic salpingitis 
and the uterus and remaining ovary or ovaries were 
left; six of subacute salpingitis without free pus in 
the pelvis which were treated by bilateral salpin- 
gectomy without drainage and with or without the 
removal of one ovary; seventeen of subacute sal- 
pingitis and purulent pelvic peritonitis treated by 
bilateral salpingectomy with or without the removal 
of one ovary (eserine and strychnine were not used, 
but the routine treatment for peritonitis was carried 
out); six of ruptured tubal pregnancy in which one 
tube with or without the corresponding ovary was 
removed; and four in which only a modified Gilliam 
suspension of the uterus was performed. 

Each group of patients was tabulated and studied 
separately. 

Of the 162 patients, seventy-four received eserine 
and strychnine after operation and eighty-eight did 
not. Of the patients who received eserine and 
strychnine, thirty-four (45.9 per cent) developed 
distention. The duration of the distention totalled 
776 hours, or an average of 22.8 hours for each 
patient. 

Of the patients who did not receive the pro- 
phylactic treatment with eserine and strychnine, 
eleven (12.5 per cent) developed postoperative dis- 
tention totalling 147 hours, an average of 13.4 hours 
for each patient. 

Emesis occurred as a complication in twenty-seven 
(35.1 per cent) of the treated cases and in twenty-six 
(29.5 per cent) of the cases in which the treatment 
was not instituted. 
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Voluntary micturition was re-established within 
twenty-four hours after the operation in forty-four 
(59.4 per cent) of the treated cases and in sixty-one 
(69.3 per cent) of those not treated. 

In a study of the relation between postoperative 
distention, emesis, and delay of voluntary micturi- 
tion, no definite difference was found between the 
treated and untreated groups. 

For want of controls it was impossible in this 
particular investigation to substantiate clinically 
the theory that the use of gauze in the peritoneal 
cavity during pelvic operations is a cause of post- 
operative tympanitis. 

No definite conclusions can be formulated from 
this study concerning the comparative postoperative 
course of treated and untreated cases in which 
operative shock from hemorrhage was a compli- 
cation. 

Of the untreated patients who suffered from dis- 
tention, 81.8 per cent developed this complication 
within twenty-four hours after the operation, while 
of those who were treated 61.7 per cent were so 
affected. However, there appears to be a more 
marked tendency for distention to develop both 
earlier after operation and at a more remote time in 
treated patients than in those not treated. 

Emesis occurred as a complication in the majority 
of the patients so afflicted during the first four hours 
after operation. 

No definite effect upon the blood pressure could 
be noted from the use of eserine and strychnine. 

The rdle of anesthesia in the causation of post- 
operative tympanitis is probably of importance, for 
while the incidence of distention among the treated 
patients for the period of the entire study was 45.0 
per cent, its incidence during the period of two and 
one-half months when the anesthetics were not so 
well given was 62 per cent and its incidence after 
this period, when satisfactory anesthesia was estab- 
lished, was 35.5 per cent. In the untreated group 
the percentages were respectively 12.5, 15.7, and 
II + per cent. 

In conclusion the author states that he has been 
unable to demonstrate any benefits to be derived 
from the postoperative use of eserine and strychnine, 
as described, in abdominal operations on the pelvic 
viscera. 

In fact, paradoxical as it may seem, postoperative 
complications such as emesis, delay of voluntary 
micturition, and particularly distention appeared 
to occur more frequently in patients treated pro- 
phylactically with eserine and strychnine than in 
those not so treated. Therefore this treatment 
has been abandoned on the gynecological service 
of the Johns Hopkins Hospital. 

Cart R., Stemnke, M.D 
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ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Eisenberg, C.: Experience with Rivanol to Date 
(Unsere bisherigen Erfahrungen mit Rivanol). 
Zentralbl. f. Gynaek., 1924, xviii, 2013. 

Even with the intravenous administration of 
rivano! the author has been unable to obtain any 
very definite results in septic conditions. In severe 
general sepsis the treatment proved useless. He is of 
the opinion, however, that the use of rivanol and 
dispargen in combination constitutes the treatment 
most likely to be successful when success is possible. 
The prophylactic use of rivanol is recommended to 
make possible the closure of the abdominal wall 
after operation in an infected region. Among the 
cases in which it was used locally was a case of 
pleural empyema in an infant which was cured. 

DyrorrF (G). 


ANZSTHESIA 


Beckman, H.: On the Alleged Synergism of Magne- 
sium Sulphate and Morphine When Injected 
Prior to the Induction of Anasthesia by the 
Ether-Oil Colonic Method. J. Lab. & Clin. Med., 
1924, X, 189. 

In the research work reported the author under- 
took to determine whether ether-oil anesthesia can 
be converted into ether-oil analgesia by the action 
of magnesium sulphate, whether any deleterious 
effects are directly attributable to that drug, and 
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whether the toxicity of the anesthetic can be les- 
sened without too greatly decreasing its synergistic 
effect upon the morphine. 

One group of dogs, starved for eighteen hours, were 
injected subcutaneously with 0.01 gm. of morphine 
sulphate per kilo of body weight. An hour later 
the mixture of ether and oil, 75 per cent and 25 per 
cent respectively, was slowly introduced into the 
rectum. It was found that 1 oz. of the mixture per 
20 Ibs. of body weight was effective in inducing and 
maintaining surgical anesthesia. This amount was 
used satisfactorily twenty-four times. 

For another group of dogs the same technique was 
employed except that 2 c. cm. of a 50 per cent solu- 
tion of magnesium sulphate were given with the 
morphine and the amount of ether-oil was reduced 
to 1 oz. per 40 lbs. of body weight. This method was 
used twelve times, but the results were never satis- 
factory as the anaesthesia was incomplete and the 
postoperative condition poor. 

The author believes that his reduction in the 
amount of ether used may have been too radical, 
but no evidence was found in favor of the alleged 
synergism. However, the studies will be continued 
and the doses of morphine, magnesium sulphate, 
and ether will be shifted in an attempt to find some 
evidence in favor of the alleged synergism. Calcium 
will also be used in an attempt to overcome the 
undesirable effects of the magnesium sulphate with- 
out lessening any synergistic effect it may be found 
to have upon morphine. 

GeorGE R. McAuttrr, M.D. 








PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Merlo Gémez, J. F., and Heidenreich, A. J.: A New 
Position for the Roentgenological Diagnosis of 
Small Pleural Effusions (Sobre una nueva po- 
sici6n para el diagnéstico radiologico de los pequefios 
derrames pleurales invisibles en la posicién de pie). 
Tribuna méd. espan., 1924, i, 184. 


In the roentgenological diagnosis of pleural effu- 
sion the lateral position was suggested several years 
ago by Holzknecht. In countries in which Spanish 
is spoken the Carelli table has made such a tech- 
nique practicable, and Balado and Merlo Gémez 
have advocated it especially for the diagnosis of pul- 
monary affections. 

Up to the present time the special advantage of 
this method in demonstrating small effusions has not 
been appreciated because the anatomo-roentgen- 
ological relations of these effusions are never demon- 
strated with the patient standing. Using the Carelli 
table, the authors demonstrated small pleural effu- 
sions invisible in the standing position. 

The patient is placed in lateral decubitus on his 
affected side. In positive cases, anteroposterior 
views demonstrate a shadow against the most 
dependent portion of the costal arches. In many 
cases this method has been the only means of 
arriving at a positive diagnosis. The advantages 
claimed for it are the following: 

1. It facilitates the collection of the liquid. 

The effusion is carried to a site in the pleural 
cavity which conserves its normal roentgenological 
appearance because it has not been involved by the 
pathological process. 

3. It differentiates between free supradiaphrag- 
matic and infradiaphragmatic effusions. 

WILiiAM R. MEEKER, M.D. 


Kaplan, I. I.: A Comparison Between the French 
and the German ‘Erythema Dose’”’ as Measured 
on the Solomon Iontoquantimeter. Am. J. 
Roentgenol., 1924, xii, 464. 

Erythema doses as given by different operators 
vary widely. Attempts made to date to standardize 
them have not been successful. The so-called 
German standard erythema dose is described as one 
causing a reddening of the skin within a certain 
time limit, but this varies with different roentgen- 
ologists. The French erythema is a radio-epider- 
mitis or second degree burn which heals and re- 
epidermizes without a scar. 

Of the various efforts to obtain a scientific and 
teliable method of ascertaining dosage, Solomon’s 
method appears to meet all requirements. This 
consists in measuring the intensity of the delivered 
roentgen rays by means of an iontoquantimeter 


which has been standardized by a known qu: intity 
of radium. The ionization produced by 1 gm. of 
radium element in one second, placed at a distance 
of 20 mm. and screened with 0.5 mm. of platinum 
represents the unit R. As determined by Solomon’s 
technique the French erythema dose represents an 
exposure equivalent of 4,000 R. 

Because of the possibility of variation between 
the French and the German erythema dose, the 
author prepared to test these dosages on the Solo- 
mon iontoquantimeter. Through the courtesy of 
Holfelder, he brought the apparatus to the sur- 
gical clinic of the Frankfort University and made 
the measurements there. The erythema dosages 
measured were those actually used in treatment. 
For the two machines in use and tested they were 
found to represent 1,437 and 1,490 R. units re- 
spectively. It was thus found that the French 
erythema dose is approximately three times that 
of the German erythema dose used by Holfelder. 

ApoLpeH Hartunc, M.D. 


Matoni, H. H.: Changes in the Blood Picture Fol- 
lowing Roentgen Irradiation (Ueber die Veraen- 
derung des Blutbildes nach Roentgenbestrahlungen). 
Muenchen. med. Wchnschr., 1924, \xxi, 785. 


Matoni does not accept the findings of Kiehne ~ 


and Sellheim with regard to the changes in the blood 
after roentgen castration and vaginal hysterectomy. 
In his 800 cases, including also cases with carcinoma 
and tuberculosis, he did not observe the blood 
changes they describe. 

From twelve to eighteen hours after the irradia- 
tion Matoni found a markedly increasing leucocy- 
tosis which, after twenty-four hours, finally gave 
way to leucopenia of from one-fifth to one-fourth the 
original number of leucocytes. In the succeeding 
days the leucocytes slowly increased again, reaching 
their pre-irradiation level after fourteen days. The 
differential count was restored in the same way. 

No marked variation was noted in the hemo- 
globin values, but a slight diminution in the eryth- 
rocytes was observed. When menstruation re- 
curred once or twice, the blood picture returned to 
normal slowly only after the last menstruation. 

Of about 600 patients, only 7 per cent had not 
yet reached their previous condition at the end of 
eight weeks. Therefore there can be no question 
that patients who are irradiated recover more slowly 
than those subjected to operation. Heyn (G). 


Wood, F. C.: The Effect on Tumors of Radiation of 
Different Wave Lengths. Am. J. Roenigendl., 
1924, xii, 474. 

Wood exposed very thin particles of a variety of 
animal tumors, including mouse tumor No. r18o, the 
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Flexner-Jobling rat carcinoma, and rat sarcoma No. 
10, to equal quantities of radiations of different wave 
lengths for varying lengths of time. These particles 
were then inoculated into animals. Twelve animals 
were used for each time-interval to counterbalance 
the individual susceptibility of the cells to radiation. 

The voltages selected were 30,000 and 100,000 
volts, and the measurements were made by an open 
ionization chamber. 

About 1,700 inoculations were made. 

It was found that when equal quantities of radia- 
tion were used, whether they were produced at 
30,000 volts (long wave length) or at 100,000 
volts (medium length), the cells were all killed after 
practically the same length of time. 

Cartes H. Heacock, M.D. 


Carman, R. D., and Miller, A.: Occupational 
Hazards of the Radiologist, with Special Refer- 
ence to Changes in the Blood. Radiology, 1924, 
iii, 408. 

It was soon learned in the practice of radiology 
that the danger of radiodermatitis and cancer could 
be averted by the ordinary precautions which are 
now habitually employed, but Rolleston states that, 
according to Ledoux-Labard, this knowledge was not 
gained until there had been a hundred victims of 
cancer. So effective are the methods now employed 
in the prevention of skin lesions that the radiologist 
has apparently acquired a false sense of security. 

It is a well-known fact that an intact skin may 
cover a multitude of internal changes wrought by 
irradiation. With regard to the changes that are 
generally acknowledged the authors make the fol- 
lowing statements: 

1. Radium and the X-rays produce biological 
effects which are essentially alike. 

2. According to the amount of irradiation and the 
range, these effects vary from stimulation to de- 
struction. There is some question, however, in 
regard to the stimulating effect. 

3. Cells differ in sensitiveness to irradiation. 
Certain varieties are especially susceptible. 

4. Irradiated cells have a lowered resistance to 
other unfavorable influences, including trauma and 
possibly certain infections. 

5. Radiological workers, so far as it concerns 
themselves, are inclined to lay too much stress on the 
difference in the effect of the hard and soft rays, and 
to assume, quite inconsistently, that hard rays, 
regardless of their aggregate amount, are unlikely to 
affect the operator. 

6. The cumulative effect of radiation, which the 
radiologist guards against so zealously in therapy, 
cannot be ignored in estimating the chances of 
injury to himself. 

7. By analogy it may be reasoned that radiant 
energy, like certain drugs, may set up an increase of 
cellular resistance. There is evidence also that an 
opposite condition, anaphylaxis, may develop. 

8. Radiologists cannot be shielded completely 
from irradiation while pursuing their vocation. 


A case of intestinal injury is reported. Mention is 
also made of two other cases in which a similar 
condition may have been present. The deaths of six 
radiologists which were due to aplastic anemia are 
discussed. The blood findings during the illness of 
Sylvester are given. The course of the illness of 
Mills is given in detail. Only two references to a 
possible relationship between exposure to irradiation 
and lymphatic leukemia were discovered in the 
literature. Besides the effects of radio-activity, the 
roentgenologist is exposed also to the danger of 
electric shock. Two deaths due to this cause are 
cited. 

The reaction of the medical profession to the 
danger to radiologists from cancer, aplastic anemia, 
lymphatic anemia, and electric shock will be deter- 
mined by the personal equation. It is only by 
recognition of the perils to which the radiologist is 
subject that it will be possible to employ more 
effective means to avert them. Warnings of hidden 
dangers to radiologists have not been lacking; 
numerous articles on this subject are reviewed. 

The conclusion is inescapable that many radiol- 
ogists are being harmed in their daily work and are 
menaced by graver injuries. To avert these injuries 
it is necessary, first of all, that the radiological 
worker be impressed so thoroughly with his danger 
that he will take adequate precautions. The worker 
should be shielded not only from direct rays, but 
also from secondary irradiation which may reach 
him from any angle. For the radiographer efficient 
protection can be secured by simple means, but in 
fluoroscopy and radiotherapy more elaborate meas- 
ures are required. Laboratories doing a large volume 
of work should have a reserve personnel to permit 
alternation of service or frequent holidays. 

An extensive bibliography is given. 


RADIUM 


Levin, I., and Levine, M.: The Action of Radium 
on Plant and Animal Tissues. J. Am. M. Ass., 
1924, Ixxxili, 1645. 

This article deals with the experimental data 
obtained from the use of bare, unfiltered glass tubes 
from 1 to 5 mm. long and 0.25 mm. in diameter 
which contained from o.2 to 0.7 mc. of radium 
emanation. The authors explain that radium 
emanation is a heavy gas which is the first disinte- 
gration product of radium and is decomposed in a 
manner identical with the decomposition of radium. 
The thin glass wall of the capillary tubes screens out 
only the alpha rays, allowing the soft beta rays and 
the gamma rays to pass into the tissues. 

In experiments on plants the glass capillary tubes 
were inserted into the roots of purple-top turnips 
through a pinhole opening. Into control turnips 
empty capillary tubes were introduced. The tubes 
were left in place for from one to fifteen days and 
observations were made at regular intervals. Simi- 
lar experiments were made on crown gall and club 
root. 
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For experiments on normal animal tissues, the 
spleen, liver, and bone marrow of rabbits and the 
muscle and testes of white mice and rats were used. 
Pathological animal tissues were represented by the 
sarcoma of the white rat and the carcinoma of the 
white mouse. Malignant tumors from clinical cases 
treated in a similar manner were also examined. 

The effect of the irradiation was similar in all of 
the types of tissue studied. Immediately surround- 
ing the capillary tubes there was complete necrosis. 
Next to this the plants showed a protective area of 
cellulose which probably corresponded to the con- 
nective tissue area in the animal tissues. There was 
then a zone showing degenerative processes in the 
cells, and beyond this a zone of normal tissue. In 
the animal tissues from six to eight weeks were 
required for the complete action. In the neoplasms 
in animal tissues connective tissue predominated 
with occasional islands of encapsulated or degen- 
erating cancer cells. : 

The authors hold that since roentgen or gamma 
rays, in passing through cells, set up electronic 
disequilibrium and liberate electrons, and since beta 
rays are electrons which, in passing, set up secondary 
roentgen rays, the results of both types of rays 
are the same qualitatively. The ultimate result of 
changes in the tissues is the result of the intra-atomic 
action of these rays on the atoms of the element. 
The difference is quantitative and is due to the fact 
that the ratio of beta to gamma rays in a unit of 
radium is about 1oo:r. 

In a clinical report the authors deal briefly with 
the use of buried capillary tubes in epithelioma of 


INTERNATIONAL ABSTRACT OF SURGERY 


the skin and in carcinoma of the mouth, lower lip 
breast, uterine cervix, gastro-intestinal tract, rec. 
tum, prostate, and bladder. The intratumoral 
application of radium allows the even distribution 
of small amounts within the growth, produces loca] 
results with minimal general reaction, and makes 
use of the beta rays. 

Further work on the action of the beta rays js 
urged. A, James Larkin, M.D, 


MISCELLANEOUS 


Becker, W.: The Treatment of Carcinoma with 
Sunlight (Therapie des Carcinoms mit Hilfe von 
Sonnenstrahlen). Zitschr. f. Krebsforsch., 1924, xxi, 
253. 

In the cases of carcinoma reviewed by the author 
sunlight was concentrated on the lesion by means of 
a sunglass. The duration of the “burning” was 
fifteen seconds and, when the weather permitted, 
the irradiation was continued for hours and repeated 
over a period of months. Three cases treated in this 
manner are reported briefly. 

In cases of carcinoma of the breast the palpable 
tumor should be excised and the wound left open 
and irradiated. In one case so treated the wound 
healed in three months, but six and_ one-half 
months later there was a recurrence the size of a 
plum. 

The author claims that the action of the sunlight 
is such that it causes ‘‘the internal secretion of the 
cancer cells to be drained through the open wound.” 

Mosckowicz (Z). 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Borst, M.: The Production of Carcinoma by Local 
Irritation Combined with Cholesterin Feeding 
(Krebserzeugung durch lokale Reize bei gleich- 
zeitiger Cholesterinfuetterung). Zéschr. f. Krebs- 
forsch., 1924, xxi, 337- 


The author reports an experiment in which a 
rabbit was fed cholesterin and painted alternately 
with raw paraffin oil, tar, and B-naphthol during a 
period of twelve months. The animal developed a 
carcinoma of the ear and neck. In the area of the 
metal marks on the ear, large fibromata were 
formed. The carcinoma of the ear developed from 
the base of one of these fibromata. GrarrF (G). 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Smith, C., and Leighton, W. E.: The Treatment of 
Tetanus, with Special Reference to the Use of 
Magnesium Sulphate. Am. J. M. Sc., 1924, 
xIvill, 852. 

The use of magnesium sulphate in tetanus was 
first suggested by Meltzer, whose experiments dated 
back to 1899. In 1906 it was first employed by Mel- 
tzer and Auer in a case of a boy with a severe infec- 
tion. Intraspinal injections resulted in a cure. 

Magnesium sulphate may be given subcutaneous- 
ly, intramuscularly, intravenously, or intraspinally. 
It is given intravenously in a 6 per cent solution and 
by the other methods in a 25 per cent solution. The 
safest method is the subcutaneous injection, but 
this is less sure and slower in its effect. The intra- 
venous administration gives the quickest results, 
but its effect may be less lasting. The 6 per cent 
solution is injected through a vein at a rate of 2 or 3 
c. cm. per minute and is stopped as soon as there is 
beginning relaxation. It is stopped also if serious 
heart or respiratory symptoms are noted. 

The most lasting effects are obtained by intra- 
spinal injections. Complete relaxation usually re- 
quires an hour. The effects of the injections last for 
from twenty-four to thirty hours. For the first 
injection 1 c. cm. is usually given for each 20 lbs. 
of body-weight, and for the subsequent injections, 
8c.cm. for each 20 lbs. Frequently the injections 
are given under ether anesthesia. In the cases of 
children only about half of the adult dose is given. 

The most serious complication to be feared is 
respiratory paralysis. To counteract this, a solution 
of 2.5 per cent calcium chloride should be ready for 
intravenous administration. From 10 to 15 ¢.cm. 


are usually sufficient to overcome the action of the 
magnesium sulphate. 


MISCELLANEOUS 
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Meltzer advises the use of magnesium sulphate in 
cases of tetanus as follows: 

1. Subcutaneous injection every six hours as a 
routine. 

2. Intraspinal injection in cases of severe spasms; 
repeated if necessary. 

3. Intravenous injection in cases with an element 
of danger. 

4. Intramuscular injection under ether anes- 
thesia when intravenous and intraspinal injections 
are not practical. 

The use of magnesium sulphate does not take the 
place of or interfere with the use of antitoxin. An- 
titoxin should be employed freely. It may be given 
in any of the four ways in which the magnesium sul- 
phate is given. In the cases of adults about 20,000 
units are injected each day for seven or eight days. 
This treatment seems to aid by stopping the supply 
of toxin to the nerve tissue. Serum rash occurs in 
from 4o to so per cent of the cases, but anaphylaxis 
is comparatively rare. According to the British 
war statistics, anaphylaxis developed in only about 
o.2 per cent of the cases treated by subcutaneous in- 
jections and in 6 per cent of those treated by intra- 
venous injections. Ten minims of epinephrin chlor- 
ide usually relieved the symptoms. 

The authors report a series of eight consecutive 
cases of tetanus which were cured under magnesium 
sulphate treatment. Large doses of antitetanus se- 
rum were given both locally and intravenously. 

In their summary the authors make the following 
recommendations: 

1. Early prophylactic doses of antitoxin should 
be given, and should be repeated in ten days if 
suppuration is present or an operation is to be 
performed. 

2. The antitetanus serum should be used also 
during the attack, and as a rule should be given in- 
travenously. 

3. Spasms should be treated by subcutaneous 
injections of magnesium sulphate. If these fail, 
the magnesium sulphate should be given intra- 
spinally or intravenously. Morphine may also be 
of value. 

4. The wound of infection should be opened and 
treated with iodine and serum should be injected 
around the wound to block the progress of the 
toxin. 

5. Inorder to maintain prophylaxis, serum should 
be given intramuscularly or subcutaneously on the 
eighth or ninth day. 

6. Adequate amounts of fluids and nourishment 
and careful nursing are essential. 

The article is supplemented with a bibliography 
of the recent literature on the subject. 

Haroip M. Camp, M.D. 
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Carcinoma of the lower lip. J. T. Mason. Surg. Clin. 
N. Am., 1924, iv, 1095. 
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Eye 


The ophthalmologist and psychoneuroses. L. K. Lunt 
and B. A. F. Riccs. J. Am. M. Ass., 1924, Ixxxiii, 1968. 

Refraction work in general practice. A. MacRae. 
Brit. M. J., 1924, ii, 1038. 
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Roy. Soc. Med., Lond., 1924, xviii, Sect. Ophth., 3. 
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